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THE OSMIC ACID TREATMENT OF TIC- 
DOULOUREUX. 


By W. Wayne Bascock, M.D., 


Professor of Surgery in the Medical Department of the 
Temple College, and Surgeon-in-Chief to the 
Samaritan Hospital, Philadelphia. 


Despite conflicting opinions as to the 
pathology of trifacial neuralgia, there is 
a general unanimity of opinion that re- 
lief from the tormenting pain usually is 
to be obtained only by interruption of 
Sensory impulses from the periphery to 
the trigeminal centers. In cases of the 
Severe type so little has been accom- 
plished by attempts to restore the normal 


"Read before the Philadelphia County Medical 
Society, March 8, 1905. 


function to the nerves that arrest of sen- 
sory conduction is the chief method of 
treatment considered. That relief is al- 
most uniformly obtained by the positive 
interruption of the sensory paths sug- 
gests that pain of purely centric origin, 
in the form of tic at least, is rare, and 
not, as a rule, to be considered in the 
method of treatment. The tendency 
toward regeneration of sensory nerves 
after division or partial ablation, or the 
resumption of their function by means of 
nerve anastomoses, makes it difficult, 
however, to permanently arrest the pain. 
This return of the pain is usually no- 
ticed within a few weeks or months after 
operations upon the peripheral trunks, 
and occasionally seems to have occurred 
after what is asserted to have been a com- 
plete extirpation of the ganglion of 
Gasser. 
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The experimental and clinical evidence 
advanced by Spiller and Frazier to prove 
that regeneration never occurs after sim- 
ple division of the sensory root of the 
ganglion has not been entirely accepted. 
Other experimental evidence has been 
brought forward to show that there may 


be some regeneration after division of the - 


sensory root, and in Sherman’s case it is 
asserted that after all of the sensory 
fibers of the gangloin were cut there was 
a return of the pain. 

To the patient contemplating operative 
treatment, one is justified in promising 
some relief, usually of a temporary char- 
acter, yet with trifling risk, after opera- 
tions in which the peripheral nerves are 
divided or resected; and relief, usually 
complete and permanent, yet with grave 
operative danger, after excision of the 
ganglion or division of the sensory root. 

Twenty-five years ago osmic acid came 
into use in the treatment of various forms 
of neuralgia. Weak solutions of the 
acid were injected through a hypodermic 
needle as close to the affected nerve as 
possible, and from this treatment a num- 
ber of apparent cures were reported. 
After a more extended use the method 
fell into disfavor with most surgeons on 
account of its unreliability. It had been 
first adopted because of the known 
affinity between osmic acid and certain 
portions of nerve substance, and we have 
evidence that when in contact with a 
nerve it produces a necrosis that results 
in what is usually a permanent destruc- 
tion of the portion of nerve acted upon. 
With such a marked destructive action, 
the rarity of motor paralysis after its 
injection in the vicinity of mixed nerves 
is to be wondered at, and this seems to 
’ indicate that the precise injection of the 
acid into the nerve trunk was much 
rarer than many operators believed. 

This injection method is too uncertain 
in its technical application to permit 
definite conclusions to be drawn as to its 
value in neuralgia. About eight years 
ago W. H. Bennett began to inject from 
ten to fifteen minims of a one-per-cent 
solution of osmic acid directly into the 
nerve trunks after their exposure by a 
suitable incision, and obtained results 
that were almost uniformly favorable. 
Some of his cases have been free from 
trigeminal neuralgia for over four years 
after the use of this agent. 
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The method has been extended and 
popularized in this country by John B, 
Murphy, who has likewise obtained, in 
the majority of cases, results of the most 
gratifying type, and has experimentally 
sought to determine the precise action of 
osmic acid upon nerve trunks. 

The efficacy of the injection seems to 
depend upon two factors: First, the 
thorough destruction of nerve filaments 
and adjacent tissues produced by the 
osmic acid; and secondly, the fact that 
the area of destruction becomes filled by 
a mass of scar tissue impermeable to sen- 
sory impulses. As to the secondary 
changes in the nerve trunks and ganglia, 
the evidence is somewhat conflicting and 
need not now be discussed. In a large 
percentage of cases the injection is fol- 
lowed by complete anesthesia and relief 
of the pain, which persists at least for 
several years. As to permanent cures, a 
sufficient time has not yet elapsed to war- 
rant conclusions. In another percentage 
of cases the relief is only partial or tem- © 
porary, yet most of these patients are 
improved or relieved by a second injec- 
tion. From a review of the recorded 
cases, absence of decided improvement 
after the precise injection of osmic acid 
into the trunk of the affected nerve seems 
rare, but as the treatment does not -pre- 
vent the formation of new nerve anas- 
tomoses, and as the operator may fail to 
thoroughly inject all of the involved 
fibers, occasional failures to obtain entire 
relief are not to be wondered at. While 
locally the acid produces a marked 
necrosis, if the superficial tissues are pro- 
tected and the wound does not become 
infected the injection is not followed by 
the formation of an abscess. There is 
no danger to the general system from 
absorption of the acid, 

The technique of the treatment is sim- 
ple, yet it must be precise. An incision 
is made over the affected nerve trunk. 
This is hooked up, taking great care to 
include all of its fibers, and from seven 
to fifteen minims of a two-per-cent solu- 
tion (Murphy) of osmic acid injected, 
the introduction being made through sev- 
eral different punctures into the nerve. 
It seems wise in many cases also to inject 
five or ten drops of the solution into the 
foramen of exit of the nerve. With the 
exception of the supraorbital, the 
branches of the fifth nerve may all be 

















reached through the mouth, so that the 
operation is not a disfiguring one. It 
may be done under general or local anes- 
thesia. The sloughing which may occur 
about the seat of the injection when this 
is done through the mouth is rarely 
troublesome and may be of advantage, 
since it increases the quantity of 
cicatricial tissue left in the course of the 
affected nerve, leaving a barrier through 
which nerve regeneration may be diffi- 
cult. 

Bennett believes that in order to be 
effective the treatment should be applied 
early in the course of the disease, and 
Murphy’s paper aroused some criticism 
as to the value of such a peripheral opera- 
tion, especially in cases of long standing 
and of severe type. The final conclusions 
in the matter must rest upon the clinical 
results of the treatment. To contribute 
to the general reply to these criticisms, 
the following, a case of thirty-five years’ 
duration, in which there had been re- 
peated peripheral operations, and two at- 
tempts to remove the Gasserian ganglion, 
is submitted : 

W. H. M., widower, day watchman, 
was born in Switzerland fifty-five years 
ago. The family history is negative. 

Previous history: As a child his gen- 
eral health was good. He had whooping- 
cough, but not measles nor scarlet fever. 
When seven or eight years old his face 
was burned by an explosion of powder, 
and the resulting conjunctivitis con- 
tinued for three or four years. When 
fifteen or sixteen years of age he had 
typhoid fever. 

In 1865 he came to the United States, 
and in 1866 enlisted in the army, and 
while serving at Fort Churchill con- 
tracted malaria characterized by chills 
and fever upon alternating days. These 
continued for about eighteen months, but 
did not confine him to bed. When he had 
nearly recovered from malaria, and while 
employed as a mail carrier, he had sun- 
stroke, fell from his horse, and was un- 
conscious for several hours. From this 
he became more susceptible to summer 
heat. He smokes in moderation, but de- 
nies specific disease and addiction to 
stimulants. 

Present illness: Began in 1870 with 
pain in the left cheek. This was entirely 
relieved by drugs. In 1871 it recurred 
in the left cheek, temple, and side of the 
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head, and was continuous until 1875, 
when it became much more severe. 
Medicinal treatment gave but temporary 
relief. With intervals of rest he was 
able to continue his work. For the relief 
of pain increasing doses of narcotics were 
used. The pain was excruciating and re- 
sisted all medical measures. It was lo- 
cated chiefly in the region of distribution 
of the left infraorbital nerve. In 1886 
the first operation was performed, the 
surgeon exsecting a portion of the left 
infraorbital nerve. This gave relief to 
the left side of the face, but a week later 
pain began in the region of the distribu- 
tion of the right supraorbital nerve, and 
this seemed even more severe than that 
previously present upon the left side. A 
year later the pain recurred in the dis- 
tribution of the left supraorbital. In 
1892, after six years of suffering, with 
intervals of partial relief obtained by the 
use of drugs, he entered another hospital 
for resection of the right infraorbital 
nerve. He remained in the hospital five 
weeks, During this time he obtained fair 
relief. Two days after leaving the hos- 
pital pain of excruciating severity re- 
curred in the region of the nerve just re- 
sected. This was more severe than he 
had ever before suffered. In 1893 the 
region of the left antrum was explored. 
As far as known the nerve was not re- 
sected. The patient remained in the hos- 
pital this time seven weeks, but obtained 
no relief. Despairing of operative relief 
the patient tried a multitude of drugs. 
In 1897 he was adjudged insane, and 
committed to Norristown. Relieved from 
the effect of drugs, his mind cleared in 
four weeks, but he was obliged to re- 
main in the hospital until the required 
legal time of three months had expired. 

In June, 1899, the right infraorbital 
was resected by opening the antrum, and 
later nearly the entire inferior dental 
canal was exposed and the nerve re- 
moved. For two weeks following the 
operation he suffered much pain. After 
this the pain ceased for three months, 
to again recur. In September, 1899, two 
well-known surgeons attempted to re- 
move the right Gasserian ganglion. 
Such profuse hemorrhage resulted that 
the operation was not completed. Two 
days later the operation was continued, 
but again the hemorrhage was so free 
that the operation was finally abandoned 
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before the ganglion was removed. The 
patient asserts that he was unconscious 
for a week following the operation, and 
for the ensuing seven months was mark- 
edly asthenic. At the end of seven 
months his strength began to return, and 
with it the pain, which had been absent 
during this period. The operation was 
followed by loss of vision in the right eye. 
It is to be noted that the patient has had 
cataracts forming in each eye since 1885, 
and in 1895 he had a left iridectomy fol- 
lowed by cataract extraction performed. 

The pain soon again became extremely 
severe, and it seemed as if the suffering 
had never been more intense, while the 
left supraorbital showed involvement for 
the first time. During the paroxysms as 
much as five grains of morphine and one- 
half pint of whiskey are said to have been 
used at a single dose. 

In 1902 another-surgeon did two op- 
erations upon different days. The left 
infraorbital, supraorbital, inferior maxil- 
lary, and later the left and right inferior 
dental nerves were resected. To prevent 
regeneration, the foramina upon the left 
side were plugged with gold foil. The 
patient was in the hospital one month, 
and had partial relief, which lasted only 
seven days after leaving the hospital. He 
resumed his work as watchman, with 
great difficulty, trying to secure relief 
from the paroxysms of pain by the use 
of various drugs. 

In June, 1904, he came under my ob- 
servation. At this time the pain was 
chiefly in the regions supplied by the 
right trifacial, the most intense pain 
being in the distribution of the right in- 
ferior dental nerve. Articulation and 
mastication produced paroxysms of ter- 
rific pain, and he had been unable to eat 
solid food for six weeks. The man was 
fairly well developed, but poorly nour- 
ished, and his physical condition, from 
the use of many drugs and the very small 
amount of nourishment taken, was bad. 
This was the longest attack without an 
intermission that he had ever had. The 
pain began usually in the right inferior 
maxillary nerve, and would then spread 
to the infra- and supraorbitals. The man 
was skeptical of all operative measures, 
and it was with considerable difficulty 
that he was persuaded to have injections 
of osmic acid tried. On June 16, 1904, 
we exposed the right inferior dental 
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nerve from within the mouth, using co- 
caine anesthesia. The nerve was hooked 
up just above its entrance into the in- 
ferior dental canal, and about twelve 
minims of a freshly prepared two-per- 
cent solution of osmic acid was injected 
into the nerve trunk. The severe pain 
experienced upon opening his mouth in- 
creased the operative difficulties. After 
the first night there was almost complete 
relief from the pain in all branches of 
the nerve upon the right side. There 
was some sloughing from the wound in 
the mouth. Since this operation the en- 
tire physical condition of the patient has 
greatly improved. He has gained over 
thirty-five pounds in weight. There 
have been attacks of pain of moderate 
severity from time to time in the upper 
branches of the nerve, but the relief has 
been so great that the patient had not 
cared to have these nerves injected, until 
in January, 1905, when he was read- 
mitted to the Samaritan Hospital. At 
this time there was a rather severe 
paroxysm, involving the region supplied 
by the right supra- and infraorbital and 
the left infraorbital nerves, which appar- 
ently had been induced by exposure to 
severe climatic changes. Under ether 
both infraorbital and anterior palatine 
nerves were injected through incisions 
made from within the mouth. Bits of 
loose gold foil were removed from about 
the left infraorbital foramen. The right 
supraorbital nerve was injected through 
an incision under the eyebrow. The 
isolation of the infraorbitals was ren- 
dered more difficult by the cicatricial tis- 
sue resulting from former operations, 
and as the anesthesia in the areas sup- 
plied by these nerves is not complete, it 
is believed that either certain fibers were 
missed or that there was anastomosis of 
adjacent nerves, 

The patient has been markedly re- 
lieved, however, and while he now com- 
plains of some dull aching pain in the 
face, which is also present in other por- 
tions of the body, the lancinating neu- 
ralgic pain is absent, and complete anes- 
thesia remains in the area of distribution 
of the inferior dental nerve, which pre- 
viously was hyperesthetic. In this case, 
should the pain recur, injection of the 
deeper trunks and of the upper cervical 
branches, which may anastomose, would 
be advised. 















For the present, or until the value of 
osmic acid injections in tic-douloureux is 
disproved, it seems that one is no more 
justified in advocating an operation upon 
the Gasserian ganglion without a con- 
sideration of this minor procedure than 
in considering Czsarian section in 
dystocia irrespective of less dangerous 
methods of delivery. It is to be expected, 
however, that operations upon the gan- 
glion will still have a place in surgery, 
serving in occasional cases in which all 
milder measures fail to give relief. 

3302 N. Broad Street. 





THE DISINFECTION OF CATHETERS BY 
THE USE OF FORMALIN. 





By RANnpbLE C. RosENBERGER, M.D., 
Director of the Clinical Laboratory, Philadelphia Hospital; 
Assistant Professor of Bacteriology in the Jefferson 
Medical College, Philadelphia. 





[From the Clinical Laboratory of the Philadelphia Gen- 
eral Hospital.] 





The following experiments were un- 
dertaken to determine the efficiency of 
formaldehyde in the disinfection of 
catheters. 

The instruments used were of various 
sizes, ranging from No. 11 to No. 24. 
Some were of English web; others of 
soft rubber. 

The apparatus to contain the catheters 
was an ordinary diploma case divided 
into a number of compartments by a re- 
movable, perforated, iron framework. 
Four instruments were in constant use 
in cases of cystitis, while three were 
practically new. The catheters from the 
cases of cystitis were, after simple wash- 
ing in water, inoculated into bouillon. 
The new ones were boiled for five min- 
utes, cooled rapidly by waving through 
the air, then infected with cultures of the 
B. coli and the B. pyocyaneus. 

All the instruments were placed in the 
case, five cubic centimeters of formalin 
applied to absorbent cotton put in one 
end cap, and the case closed and kept at 
room temperature. No odor of formalin 
was detected at either end, or along the 
seams of the case. 

After twenty-four hours the instru- 
ments were withdrawn, and inoculated 
into bouillon. It was found that those 
artificially infected showed no growth, 
while those from infected bladders me- 
chanically cleansed still contained viable 
bacteria. (It might be mentioned that 
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from the catheters in constant use in 
cases of cystitis an organism resembling 
the colon bacillus was previously iso- 
lated.) 

The instruments were enclosed for the 
second time, and for the same _ period. 
They were then taken out and inoculated 
into bouillon. The tubes were kept un- 
der observation for at least a week at 
ordinary room temperature, but no 
growths were noticeable. 

The next experiments were to de- 
termine whether sterilized instruments 
were kept sterile by the reagent. To this 
end the catheters were all boiled for five 
minutes, inoculated into bouillon, and 
placed in the case. Formalin was applied 
as before, and the apparatus closed and 
again kept at room temperature. 

In twenty-four hours the catheters 
were carefully removed from the case, 
inoculated into, bouillon for the second 
time, and then replaced in the case. Two 
days later the instruments were dipped 
into culture media for the third time, 
thus making the exposure seventy-two 
hours. In none of the media inoculated 
was a bacterial growth evident, even after 
forty-eight hours’ incubation at 37° C. 

For the next experiments the instru- 
ments were boiled for one minute, in- 
fected with the B. coli and B. pyocyan- 
eus, and dried for two hours in sterile 
Petri dishes in the incubator at 37° C. 
They were placed in the receptacle, five 
cubic centimeters of formalin applied as 
before, and the case sealed. Twenty- 
four hours later they were dipped into 
bouillon, carefully replaced in the case, 
and the latter again closed. No growths 
were noticed in any of the tubes of 
bouillon. After forty-eight hours inocu- 
lations were made as before and the 
tubes of media incubated for forty-eight 
hours. No growths were noticeable in 
any of the tubes. 

The instruments were next thoroughly 
washed of formalin, prepared as for the 
previous experiment, and instead of using 
formalin, three crushed pastilles of para- 
form were placed in the absorbent cot- 
ton, in the end cap as formalin was ap- 
plied. The case was closed, and after 
twenty-four hours inoculations were 
made into bouillon, with the result that 
of six instruments infected three showed 
growths at ordinary room temperature. 
After seventy-two hours’ exposure the 
bacteria were destroyed. 
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Another series of experiments were 
tried; using artificially infected instru- 
ments, drying them in sterile containers 
for eighteen hours in the incubator, plac- 
ing them in the case, and exposing them 
to the action of formaldehyde generated 
from formalin (5 cubic centimeters). 
These exposures varied from thirty min- 
utes to three hours, with the result that 
in all of the tubes of bouillon inoculated 
after these exposures bacterial growths 
were present. It will be seen that not 
even an inhibiting action was brought 
about by these short exposures. 

Control cultures of all the bacteria 
were carried along, both at room tem- 
perature and in the incubator. 

From these few experiments it can 
readily be seen that five cubic centimeters 
of formalin applied in the manner herein 
described will keep catheters sterile when 
exposed to this reagent for twenty-four 
hours. 

The instruments, being boiled, can be 
placed in the case and kept there in- 
definitely, as the gas does not injure the 
texture of the fabric. It has been proved 
by the writer and others that boiling the 
instruments for at least one minute, or as 
long as five minutes, renders them 
sterile. 

Of the two substances—formalin and 
paraform—the former is to be preferred, 
as the latter does not generate the gas 
with sufficient rapidity without the appli- 
cation of heat. 

Nancrede and Hutchings (Journal of 
Michigan State Medical Society, June, 
1903) claim that formalin vapor will 
sterilize infected instruments in twenty- 
four hours, and that a shorter time has 
not as yet been determined. Mechanical 
cleansing from all dried pus, coagulated 
blood, or mucus will render sterilization 
easier and demand a shorter time to be 
effective. 


THE X-RAY IN THE TREATMENT OF 
DEEP-SEATED TUBERCULOSIS.* 





By Henry K. Pancoast, M.D. 





The object of this paper is to present 
the results obtained in the treatment of 
all cases that have come under our care 
in the #-ray laboratory of the Univer- 





*Read before the Philadelphia County Medical 
Society, April 26, 1905. 
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sity Hospital. The areas including the 
deep-seated lesions are the larynx, lungs, 
peritoneum, joints, and spine. The 
lymphatic glands are considered by Dr. 
Newcomet among the superficial lesions. 

A general report of the treatment of 
the deep manifestations of tuberculosis 
must, at this present date, contain more 
failures than positive results. But an oc- 
casional cure in treating conditions for 
which successful therapeutic agents are 
still undiscovered, for the most part, 
should give to the #s-ray specialist the 
stimulus to put forth his best efforts in 
a field open for so much research. Our 
failures to combat the deep-seated lesions 
with the ease and success obtained in 
overcoming the superficial processes must 
be due to one of two causes, mainly: 
either we are employing an agent of little 
therapeutic value, or our technique is far 
from being perfect. It would seem worth 
our while to assume that the latter reason 
is at least partly correct. 

The first of the deeper lesions to be 
considered is tubercular laryngitis, and 
secondarily, the pulmonary manifesta- 
tion, which is practically always found 
present in conjunction with it. 

Case I.—J. K., white, male, thirty- 
seven years of age; nativity and resi- 
dence, Philadelphia; occupation, driver 
and motorman. Referred by Dr. W. G. 
B. Harland. Diagnosis, tubercular laryn- 
gitis and consolidation of the right apex 
No tubercular family 
history except possibly in the father. 
The patient had an attack of pleurisy in 
1895, but fully recovered. Otherwise 
the personal history was negative until 
in March, 1903, he began to lose weight 
—from 138 to 121 pounds. The diagno- 
sis of phthisis was made the following 
month, and at that time his throat became 
sore, and frequently he lost control of 
his voice. In June, 1903, Dr. Harland 
reported the following: Weight 122 
pounds, cough, tubercle bacilli in the 
sputum, hoarseness, dryness of the 
throat, occasional aphonia, flushing, 
night sweats, and a consolidation with 
softening at the right apex. Laryngo- 
scopic examination revealed an ulcer on 
the left side of the epiglottis and a slight - 
hyperemia of the cords. In September 
the general and local conditions were 
much improved, as evidenced by the dis- 
appearance of cough and night sweats, 

















and a gain of 10 pounds in weight. In 
October he contracted a severe cold, and 
became worse. The laryngoscope showed 
a perichondritis of the upper left part of 
the epiglottis and some swelling of the 
commissure. For a period of four weeks, 
during November, at the time of the be- 
ginning of the “radium craze,” exposures 
were made by a specimen of radium bro- 
mide of 18,000 activity. There were 
twelve applications, varying from ten to 
forty-five minutes each, without result. (I 
may add here that I have very little con- 
fidence in the value of radium as a thera- 
peutic agent. Admitting that its wide- 
spread use has yielded some brilliant re- 
sults, and that some small credit must 
be given to it, it does not seem proven 
that it will accomplish anything that the 
x-ray will not do, and it certainly falls 
far short of doing what the +-ray will 
do.) 

Dr. Harland referred the patient for 
x-ray treatment February 8, 1904. His 
examination then showed ulceration of 
the epiglottis and a tuberculoma of the 
commissure, Five-minute applications 
were made to each side of the neck al- 
ternately, and the apicés were exposed 
each time. After three weeks’ treatment 
the inflamed area of the epiglottis had 
lessened, but the tuberculoma was larger, 
and the throat felt worse. An interval 
of one week of rest was given, and then 
after eight weeks more of x-ray treat- 
ment Dr. Harland reported that the 
ulceration had almost healed, the tuber- 
culoma was pale and shrunken, and all 
signs of inflammation had disappeared. 
The lung condition was then about the 
same, and the weight varied from 126 
to 132 pounds. Exposures were con- 
tinued until September, 1904, sixty-nine 
being given over a period of 32%4 weeks, 
and the average length of the applica- 
tions was five to eight minutes. A 
medium vacuum tube was used, having 
a resistance of about 3 inches of spark- 
gap, and the anode was placed 12 inches 
from the patient. There was always a 
decided skin reaction present. 

Dr. Stanton examined the patient in 
January, 1905, and reported that the old 
lesion at the apex could scarcely be lo- 
cated. Dr. Harland reports the larynx 
cured, and that the patient works regu- 
larly and seems to be in perfect health, 
and weighs 135 pounds, a gain of 13 
pounds. 
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Case II.—W. D. A., white, male, 
thirty-six years old; nativity Washing- 
ton, D. C., residence Philadelphia; single; 
occupation, broker. Referred by Dr. 
Allburger for «-ray or Finsen-light 
treatment of an advanced tubercular 
laryngitis complicating a pulmonary 
lesion of each apex, with a small cavity 
in the right apex. No tubercular family 
history. He had been receiving “open- 
air” treatment in a sanatorium, and was 
living in a tent night and day during 
zero weather. The condition of his 
larynx was such that every effort at 
swallowing was agonizing, and it was 
desired that this dysphagia be relieved or 
the patient’s life would soon end from 
lack of nourishment. In January, 1905, 
Dr. Fetterolf reports, “both arytenoids 
were badly infiltrated and swollen, and 
the left cord was more or less fixed in a 
position of semiabduction.” X-ray and 
Finsen-light exposures were begun Feb- 
ruary 19, 1905, at which time his weight 
was 101 pounds. After one week of 
daily exposures of both kinds he had 
gained four pounds, felt better and 
stronger, the throat was not so sore, 
swallowing was much easier, and he was 
able to sleep all night. After ten days 
the throat became worse, and #-ray ap- 
plications were discontinued for a short 
time, but soon resumed on alternate days, 
and of five minutes’ duration instead of 
ten. Daily Finsen exposures were con- 
tinued throughout the treatment. At the 
end of two weeks examination showed 
two tuberculomata on the right cord, 
nearly ready to ulcerate. Dysphagia was 
intense. After a few days more he felt 
greatly relieved, and continued to swal- 
low with reasonable comfort until he left 
the hospital a week ago. The tubercu- 
lomata had then disappeared, the right 
cord was not so swollen and the left was 
also less swollen and more movable. His 
lung condition had certainly not grown 
worse, his cough was better, and the only 
unfavorable sign was a continued loss of 
weight after the first gain. 

Case III—E. N., white, female, 
thirty-four years old, married. Referred 
by Dr. Stout, assistant in our 4-ray 
laboratory. Diagnosis, tubercular laryn- 
gitis complicating a pulmonary lesion of 
the right apex. The latter condition is 
of four years’ duration, and the former 
three months. X-ray treatment was be- 
gun February 13, 1905, by Dr. Stout 
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and myself. She had lost 15 pounds in 
three months, could swallow liquids only, 
and spoke in almost a whisper. Examin- 
ation of the larynx showed swelling and 
redness of both cords.. Up to the present 
time thirty applications have been made, 
during a period of ten weeks. Each side 
of the neck has been exposed alternately 
for ten minutes, and the upper thorax 
every time, through the clothing. <A 
hard tube with a resistance equal to 3 to 
5 inches of spark-gap has been used, with 
a current of 2 to 3 milliamperes in the 
secondary. After the fifth treatment 
swallowing was easier, after the four- 
teenth decidedly improved, but worse 
after the fifteenth. A reduction in dos- 
age was followed by improvement. A 
second relapse required a second reduc- 
tion later. At the present time her throat 
hurts but seldom. She can swallow any- 
thing without discomfort, has gained 8 
pounds, coughs less, looks and feels bet- 
ter, and is stronger. 

Case IV.—A. G., white, female, 
twenty-two years old, single, dressmaker. 
Referred by nose and throat dispensary. 
Diagnosis, tubercular laryngitis compli- 
cating a pulmonary lesion of the left side. 
One brother died of marasmus and one 
had tubercular adenitis. Dr. Singer re- 
ported a tuberculoma of the 
arytenoid space. She has had ten appli- 
cations in three weeks, and her throat 
feels better. The usual improvement 
noted after the first few treatments was 
followed by a period of reaction requir- 
ing a decrease in dosage, and subse- 
quently the progress was favorable. 

From these cases the following con- 
clusions are to be drawn: 

1. Tubercular laryngitis may be aided 
and even cured by +-ray treatment, pro- 
vided there can be brought about an im- 
provement in the primary pulmonary 
condition, however that may be induced. 

2. Too vigorous treatment will cause 
a reaction, which may be carried to an 
unfavorable degree, therefore great care 
is necessary in determining the proper 
dosage in each case. 

3. The pulmonary lesions may be 
benefited probably, in selected cases, but 
even greater precautions should be ob- 
served, 

4. Finsen-light applications may be 
but are probably not of any value in 
treating the laryngeal lesions. Only the 
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most powerful lamps need be tried. Such 
exposures are of value in lessening or 
retarding a skin reaction from the #-ray. 

During the summer of 1904, Dr. 
Shober referred to me for treatment 
during his absence a patient upon whom 
he had been using #-ray applications for . 
recurrent tubercular peritonitis. During 
eleven weeks under my care she received 
thirteen exposures, and was then sent 
back to Dr. Shober. Her cure was a 
complete one, and she was practically 
well when she came to me. I have asked 
Dr. Shober in the discussion to report 
this case. 

We are at present treating a second 
case of this kind. Applications were be- 
gun as soon as the laparotomy wound 
was healed, and since the first of this 
month fourteen exposures have been 
made. Improvement is to be noted, but 
it is too early to make any definite re- 
port. In all such patients receiving 
4-ray treatment following an exploratory 
laparotomy, it would be difficult to de- 
termine how much benefit results from 
the #-ray therapy and how much from 
the operation, as we all know the fre- 
quency of cures which are in some man- 
ner brought about by opening the peri- 
toneal cavity. 

We are now giving +-ray therapy a 
trial in the treatment of joint lesions, but 
so far the results have not been note- 
worthy. Such applications can be of 
value only when the usual surgical meth- 
ods are rigorously carried out. The same 
remarks are applicable in connection with 
our experiments with tubercular caries 
of the spine. 


THE TREATMENT OF ERYSIPELAS BY 
THE EXTERNAL AND INTERNAL 
USE OF THE TINCTURE OF THE 
.CHLORIDE OF IRON. 





By Atrrep H. Ticket, M.D., 
Nevada City, California. 





Our text-books of fifteen and twenty 
years ago taught us that the internal ad- 
ministration of the tincture of the chloride 
of iron in erysipelas was a method gener- 
ally adopted in the treatment of this dis- 
ease. 

Bartholow wrote at that period ques- 
tioning whether the practice is directly 
beneficial, stating “its utility depends 
chiefly on the support which it affords to 











the organism whilst laboring under a de- 
bilitating disease, and as an abundant sup- 
ply of aliment is prescribed with the iron, 
it is impossible to estimate in any given 
case how far the result may be attribut- 
able to the remedy.” 

Admitting this to be true, if iron acts 
as a stomachic and promotes for at least 
a time digestion, it certainly then aids 
in proper cases to enrich the blood, and in 
this way renders the individual better able 
to resist the disease; hence I would urge 
its administration when indicated. How- 
ever, it is not my purpose to enter into 
a discussion of the various internal medi- 
cations for this disease, but rather to 
briefly state the results obtained by the use 
of the tincture of the chloride of iron both 
topically and internally in erysipelas. 

As regards the local application of this 
remedy in this disease, I have been un- 
able in any literature to find any reference 
to its use. Various other procedures are 
mentioned, some having produced excel- 
lent results, but in my experience none 
can equal in efficacy the local application 
of the tincture of iron. In this connec- 
tion, however, it is well to state that the 
treatment as laid down by modern writers 
should not be  neglected—scrupulous 
cleanliness, pure air, water, sunshine, etc., 
and a rigid antiseptic treatment of any 
existing wound, together with the general 
precautions as those commonly employed 
in other infectious maladies, 

During the past eighteen months I have 
had occasion to treat at least a dozen cases 
of erysipelas of various parts of the body, 
five of them being of the face and head. 

CasE J.—Miss O., aged eighteen. The 
patient suffered a prolonged rigor fol- 
lowed by intense fever (105° F.), with 
general malaise and vomiting, all symp- 
toms in fact pointing to a severe infec- 
tion. The following day an acute der- 
matitis beginning at the nasolabial fold 
appeared, quickly followed by the whole 
side of the face assuming a swollen and 
characteristic hue, with burning heat and 
pruritus. Various well known remedial 
applications were faithfully tried—anti- 
Septic compresses, carbolic acid lotions, 
corrosive sublimate, tincture iodine, 
ichthyol, etc. 

The erysipelatous inflammation con- 
tinued to spread until the whole head was 
affected, scalp and all, so that it created a 
most decided deformity. 
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Internally quinine, aconite, phenace- 
tine, etc., were prescribed in attempts to 
telieve the patient from the intense suf- 
fering, without any appreciable results. 

The patient seemed to go from bad to 
worse, with no improvement. Finally the 
tincture of the chloride of iron was 
painted freely all over the head, the hair 
having been previously cut to admit of 
the thorough application of the various 
other remedies. The effect was im- 
mediate: twelve hours after the first ap- 
plication the inflammatory symptoms sub- 
sided, and in a few days of continued use 
the patient was convalescing. 

I would add that the iron was given in 
ten-drop doses internally every four 
hours as well. 

Case II.—A robust laborer, aged forty, 
somewhat addicted to alcohol. The infec- 
tion in this case seemed to begin on one 
ear, and rapidly extended in spite of all 
treatment to the whole face and head. 
His symptoms were very similar to Case 
I—a severe infection. After the applica- 
tion of the tincture of iron and its internal 
administration the disease rapidly suc- 
cumbed. ; 

Some of the other cases were not so 
severe as the two herein mentioned, but 
all rapidly recovered the moment the iron 
was applied. One case, however, as- 
sumed the phlegmonous form, pus form- 
ing in the tissues of the orbital cavity, 
necessitating incision; the abatement of 
all the other symptoms was rapid, the 
same as in the other cases. 

The method of applying, as I have 
stated before, was simply painting, once 
daily, the tincture of the chloride of iron 
all over the parts affected, and beyond to 
healthy tissue, with a camel’s-hair brush, 
using no gauze or gum tissue to cover. 
It would appear in my experience that the 
local application was the prime factor in 
subduing the external inflammation, by 
an almost specific action in destroying the 
specific coccus, as the iron was used in- 
ternally in conjunction with other topical 
applications, without like result. 

Comparing the ease of application with- 
out any deleterious results with many of 
the other medicaments used in this dis- 
ease, it appears to me that in the tincture 
of the chloride of iron we have found a 
simple and certain remedy for universal 
use as a topical application in the treat- 
ment of this often rebellious disease. 
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APPENDICITIS: WITH THE REPORT AND 
PHOTOGRAPHS OF THREE CASES 
IN WHICH THE APPENDICES 
WERE INTERESTING FROM 
THEIR UNUSUAL SIZE; 





By Georce W. Spencer, M.D., 
Demonstrator of Surgery in the Jefferson Medical Col- 
lege, Philadelphia; Chief of the Surgical 
Clinic in the Jefferson Hospital, 
Philadelphia. 





In view of the fact that appendicitis is 
the most common and most treacherous 
intra-abdominal lesion of to-day, I think 
the time spent this evening in going over 
the symptoms, treatment, and _ peculiari- 
ties of this important affection could not 
be better utilized. 

For years the pathological conditions 
observed at autopsies in these cases were 
supposed to be secondary to a primary 
inflammation in the head of the colon, and 
that the primary trouble was not in the 
appendix, but was in the caput coli, and 
for this reason the disorder which we 
recognize as appendicitis was termed by 
the older members of the profession 
typhlitis, perityphlitis, and paratyphlitis. 

In 1867 Willard Parker, of New York, 
was the first to impress upon the profes- 
sion the need for operation in the dis- 
ease then known as perityphlitis. 

When Reginald H. Fitz, of Boston, 
published in the American Journal of the 
Medical Sciences for October, 1886, a 
paper on perforative inflammation of the 
vermiform appendix, he could hardly 
have foreseen that within ten years three- 
fourths of the diseases that occur in the 
right iliac fossa, especially in males, could 
be traced to some disease of the vermi- 
form appendix. Though this was not the 
first paper that was written on the subject, 
it was the most important, as it contained 
reports of 209 cases of typhilitis and peri- 
typhlitis and 275 cases of perforative ap- 
pendicitis. It was not only valuable for 
the collected reports, but it showed for the 
first time that the symptoms of appendi- 
citis were the same as the symptoms of 
typhlitis, perityphlitis, and paratyphlitis. 
Fitz emphasized the fact that the periton- 
itis seen in these cases is not always 
generalized, that it may be circumscribed 
under the form of an encysted purulent 
collection. This condition we now rec- 
ognize as an appendicular abscess. He 


*Read before the W. W. Keen Surgical Society, 
Dec. 15, 1904. 
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believed and advanced the theory of fecal 
concretions as a cause of the perforation 
in the appendix. 

A second paper by Fitz in 1888 con- 
vinced the “up-to-date” medical men that 
the word appendicitis should occupy the 
place which had been previously occupied 
by such terms as typhlitis, perityphlitis, 
paratyphlitis, appendicular peritonitis, and 
perityphlitic abscess. He showed that the 
above diseases are all varieties of one and 
the same condition, namely, appendicitis. 

As regards the etiology of this common, 
yet dangerous, affection, we must first 
consider the predisposing causes, and un- 
der this heading will come the anatomical 
structure, position, and blood-supply of 
the appendix. The changes in the meso- 
appendix, the age, sex, and habits of an 
individual, all predispose in a more or less 
degree to this disease. The position and 
the anatomical structure of the appendix 
make it a receptacle for fecal matter, 
which is constantly passing by its orifice, 
and in many cases where the appendix has 
been removed it has been found to contain 
one and sometimes more small, irregular- 
shaped masses of fecal material. In some 
appendices these masses are of a yellow- 
ish color, and soft; in others they are 
black and hard, and go by the name of 
scybala or fecal concretions. I have seen 
these concretions so black and hard that 
they could easily have been taken for 
grape-seeds, as has often been done. 

The insufficient blood-supply and the 
want of a thorough anastomotic circula- 
tion of the vessel or vessels of this organ 
are undoubtedly a predisposing factor to 
disease. The appendix being an unde- 
veloped organ, devoid of function, natur- 
ally receives a small amount of blood in 
comparison with an organ that is called 
upon regularly to perform definite duties. 
All organs, whether functionless or other- 
wise, must receive and return blood in a 
free manner in order to have their vitality 
maintained. The position and contents of 
the appendix, the arrangement of the ves- 
sel or vessels that supply it, the contents 
of the caput coli, the relation of the meso- 
appendix with the colon and appendix, all 
influence the pathological changes that 
this organ is capable of undergoing. 

In the male the appendix is supplied by 
one artery, and this artery is a terminal 
vessel. In the female the blood-supply of 
the appendix is not only furnished by the 




















appendicular artery, which is common to 
both sexes, but an additional supply comes 
from the vessels in the appendiculo- 
ovarian ligament. If the appendix has a 
mesentery, the appendicular artery passes 
along the free edge of this structure; if 
the mesoappendix is absent, as is at times 
the case, the appendicular artery in such 
instances will be found beneath the peri- 
toneal coat of the appendix. Regardless 
of the distribution of the vessel or vessels 
that supply this organ, we can readily see 
how its nutrition can be interfered with 
by changes in its position, by traction 
upon the mesoappendix, and by the con- 
tents of the ileum and caput coli. 

There is no period during a lifetime 
that one is not liable to have his intestines 
in the region of the appendix distended 
with fecal matter or gas. This distention 
will cause dragging on the mesoappendix ; 
this in turn will throw the appendix into 
angles, some of which are very acute. 
The degree of angularity will depend 
upon the amount of tension exerted by 
the mesoappendix at any fixed point of 
the appendix. If the dragging force be 
disseminated equally in all directions 
throughout the mesoappendix, the shape 
of the appendix is not likely to be changed ; 
but if any one portion of the mesoappen- 
dix be dragged heavily upon, and at the 
same time other portions be compara- 
tively free, one can easily understand that 
the angle formed in the appendix will be 
great. 

I think that in many instances the 
colicky pains in the right iliac fossa which 
are known to follow attacks of indigestion 
are caused by a “kink” in the appendix, 
which is produced in the above manner. 
This kink, bend, or angle, as you choose 
to call it, is capable of producing serious 
trouble. If it be moderately severe and 
of some duration, the nutrition of the ap- 
pendix will be affected, and its tissues 
will be devitalized to such an extent that 
they become a ready prey for the bac- 
terium coli commune, and this means in- 
flammation with one or more of its 
terminations. If the angle be acute, the 
egress and the ingress of blood will be 
prevented, and gangrene, perforation, 
and suppuration will result. 

Appendicitis is most common between 
the ages of ten and thirty. It is claimed 
that about fifteen per cent of all cases oc- 
cur in persons under fifteen years of age. 
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We can account for appendicitis occurring 
in the young by assuming that they are 
healthy, vigorous, and always ready to 
eat. Gormandizing causes disturbances 
in the gastrointestinal tract, and these dis- 
turbances vary all the way from disten- 
tion of the intestines with gas to intestinal 
catarrh and inflammation. If habits pre- 
dispose to appendicitis, eating should have 
the first place. Patients suffering with 
acute appendicitis often attribute their 
trouble to a large meal, or to some article 
of food that they had eaten, which on 
previous occasions had proved to be in- 
digestible. 

Where we see one female with appendi- 
citis, we see about five males. For this 
proportion we have one reasonable ex- 
planation, and that is that the blood-sup- 
ply of the female appendix is more 
abundant than that of the male appendix. 
This, naturally, makes it less susceptible 
to disease. 

Excluding the comparatively rare cases 
in which actinomycosis, tuberculous or 
other diseases are localized in the appen- 
dix, we have two chief classes of exciting 
agencies—the mechanical and the infec- 
tive or bacterial. Under the mechanical 
causes we are again forced to speak of 
the shape of the appendix as regulated by 
the mesoappendix. The _ pathological 
changes that occur in the mucous mem- 
brane of the caput coli in the vicinity of 
the appendicular orifice and traumatisms 
are considered by some to be mechanical 
exciting causes. Since the bacterium coli 
commune is found throughout the intes- 
tinal tract, and this organism, when on 
suitable soil, has been found to possess 
both pathological and pyogenic properties, 
there is reason to believe that of the ex- 
citing causes it must occupy a prominent 
place. Other microérganisms are some- 
times, though rarely, found associated 
with acute appendicitis. Fowler found in 
many cases of appendicitis that the bacil- 
lus coli communis was found, together 
with other microbes. These germs are 
known to exert little influence upon 
healthy mucous membrane, but if the 
epithelium at any point becomes devital- 
ized, these germs acting upon this area 
will induce inflammation. The presence 
of foregin bodies and fecal concretions 
can be classed as both predisposing and 
exciting causes. 

At one time it was thought that grape- 
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seeds were in many instances responsible 
for appendicitis; indeed, this idea was so 
prevalent among the laity that it created 
a financial depression among the grape 
growers of this country. I have never 
seen a foreign body that came from the 
inside of an appendix, though in one case 
in which I assisted Professor Keen I saw 
three gall-stones and a gangrenous ap- 
pendix in the cavity of an appendicular 
abscess. This was the nearest that I have 
seen a foreign body to the appendix. 

According to Fowler, Keen, DaCosta, 
Hearn, Deaver, and others, foreign bodies 
are known to be of great rarity and are 
considered an infrequent cause of appen- 
dicitis, occurring in only about four per 
cent of operative cases. Fecal concretions, 
on the other hand, are found in 15 to 20 
per cent of such cases. The finding of 
fecal concretions within the appendix does 
not signify that the attack was brought 
on by their presence, as in many cases of 
this disease no fecal concretions are seen, 
and often in autopsies on persons who 
have died from causes not referable to 
the appendix they have been found. 
Nevertheless we can readily understand 
that if the small amount of fecal matter 
which is liable at any time to get into the 
appendix should become dry and hard, 
this hard, irregular mass will irritate the 
mucous membrane, and cause peristalsis. 
During this act the hard concretions will 
scratch and excoriate the mucous mem- 
brane; a raw surface will be exposed not 
only to the infected fecal material, but 
also to the intestinal microérganism, and 
what would have been a mild attack of 
appendicitis might result from the pres- 
ence-of concretions in a serious one. 

Time will not allow me to speak of the 
symptoms that attend the various forms 
of appendicitis. Most of them present 
symptoms that are common to all forms. 
In this disease, like in many others, each 
case seems to be a law unto itself in many 
respects. Recently I saw four cases. The 
first was a man who was awakened from 
a sound nap by intense pain in the region 
of the appendix. He presented all the 
symptoms of appendicular colic with be- 
ginning appendicitis, and under the saline 
treatment he was up and well within three 
days. 

In the second case there was pain and 
tenderness from the beginning, and the 
patient was never more than a little un- 
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comfortable; the pain from the onset of 
the attack was fixed at a point half an 
inch above McBurney’s point. The 
appendix could be palpated with only 
slight pain to the patient. 

Neither of the above patients vomited; 
one had diarrhea, the other was consti- 
pated. In the first case the temperature 
was normal, in the second it was 100°. 

In the third case the attack was ushered 
in with a chill, intense pain over Mc- 
Burney’s point, nausea, vomiting, and 
constipation; temperature 103° within 
twenty-four hours after the beginning of 
the attack. The fourth case I will speak 
of presently. 

Some cases are very mild from the 
start; the patient walks about and does 
not see his physician until what he calls 
indigestion compels him to do so. I have 
seen patients who have applied to the dis- 
pensary for treatment for other troubles, 
and upon questioning them in regard to 
previous illness have obtained a clear his- 
tory of a previous attack of appendicitis, 
and they worked (some of them) at hard 
manual labor during the progress of the 
disease. 

On the other hand, some cases are 
severe from the very onset, and the pa- 
tients are compelled to lie in the recum- 
bent position in order to get partial relief. 
Dr. Howard Lilienthal (Medical Record, 
Oct. 31, 1896) reports a case that was 
unusually rapid and shows the progress, 
this disease is capable of making in a few 
days. Two days after the onset of the 
symptoms his patient had a perforated ap- 
pendix which was surrounded by pus. 

Dr. Curtis reports in the same journal 
an interesting case of a metastatic abscess 
from latent appendicitis. The patient had 
a swelling in his heel, which subsided un- 
der treatment. Four days later a painful 
swelling appeared in his arm, which 
proved to be an abscess in the region of 
the biceps muscle. It was opened, and a 
considerable quantity of pus was evacu- 
ated. The second night after this opera- 
tion the patient complained of pain in his 
abdomen, which he had not done before. 
Upon examination Dr. Curtis found a 
tumor over McBurney’s point. This 
tumor proved to be an appendicular 
abscess between the cecum and omentum. 
In this case there was an abscess with no 
symptoms of a previous attack of acute 
appendicitis. 











Kennedy (New York Medical Journal, 
Oct. 8, 1896) reports a case in which 
twenty-four hours from the first symptoms 
an inflamed appendix with a sloughing 
membrane was observed. 

Several years ago I saw a patient whose 
right iliac fossa was filled with pus, the 
result of a perforated appendix, though 
his temperature was normal. One case 
in which I assisted Professor Keen, ninety 
hours after the initial symptom the appen- 
dix was rapidly undergoing gangrene; the 
right iliac fossa contained about half a 
pint of fetid serum and flakes of fibrinous 
exudate. This patient’s temperature was 
only 99°. 

Miller (New York Medical Record, 
Aug. 29, 1896) speaks of a case which 
proved, upon an exploratory incision, to 
be an appendicular abscess with marked 
evidence of recent and severe appendicitis. 
The tip of the appendix had sloughed off 
and was surrounded by a deeply situated 
pus sac. Previous to the operation the 
patient complained of general weakness, 
malaise, loss of appetite, and pain in his 
back. A moderate amount of tenderness 
existed over McBurney’s point. This pa- 
tient had been feeling badly for ten years, 
and a slight enlargement which could be 
palpated above the right iliac crest in the 
lumbar region led to the operation. 

Several years ago I assisted Prof. J. 
C. Da Costa in a case of appendicular dis- 
ease where the symptoms and physical 
signs were so misleading that a retro- 
peritoneal sarcoma was seriously thought 
of, as the patient gave a history of the 
enlargement being slow in development 
and painless to a certain extent. The 
mass was very hard and moved with the 
change of posture of the patient. There 
was no history of nausea, vomiting, fever, 
etc. The case, which I will speak of pres- 
ently, while it gave a fair history of ap- 
pendicitis, from the evidence elicited by 
palpation I was not sure of my diagnosis 
until I had exposed the head of the colon. 

These cases are only a few of the many 
that might be mentioned, and I trust they 
will put you on your guard and teach you 
that in many instances each case of appen- 
dicitis is a law unto itself, and from the 
beginning of the initial symptoms to the 
time of complete resolution we may not 
be sure as to the exact pathological condi- 
tion of the contents of the right iliac 
fossa. 
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There is a class of cases of appendi- 
citis which occupies the middle place be- 
tween the mild cases, which are often 
overlooked, and the acute, severe form of 
perforation, suppuration, and peritonitis. 
This class is that which most frequently 
comes under the eye of the surgeon or 
physician, and even here the symptoms 
differ in a more or less degree as regards 
the onset, duration, and intensity. Not 
uncommonly patients suffering from this 
class of appendicular disease will trace 
their trouble to a hearty meal which con- 
tained more or less indigestible sub- 
s.ances, mingled perhaps with a little al- 
cohol in some form, and taken the night 
previous to the onset of the attack. Any 
time between two and twenty-four hours 
after this festivity—and it may be that 
during this time the patient has been exer- 
cising heavily or has been exposed to 
cold or dampness—he complains of un- 
easiness in his abdomen and generally 
says he has colic or stomach-ache. To 
get relief he takes internally home reme- 
dies, such as warm water and brandy with 
a little ginger; over his abdomen is ap- 
plied a mustard plaster or poultice. The 
home remedies have been given their al- 
lotted time, and on this occasion prove 
futile. The family physician’is called in; 
he finds the patient assuming different po- 
sitions to relieve his pain, which is of a 
severe colicky nature in the right iliac 
fossa, and radiates to the umbilicus. Ab- 
dominal tenderness has not as yet begun 
to show itself. There is nausea and vom- 
iting, but no fever. This condition is 
recognized as appendicular colic. 

If the head of the colon be exposed at 
this stage of appendicular trouble by an 
operation, it will be found distended with 
either gas or fecal matter, and it may be 
both. The appendix will be dragged upon 
by the mesoappendix, and if the appendix 
be removed and its interior exposed, one 
or more concretions might be found. The 
mucous membrane also will be in a state 
of hyperemia and very irritable. 

Such were the symptoms and such was 
the condition of the caput coli and appen- 
dix in a case in which I assisted Professor 
Keen within twenty-four hours after the 
first symptom. This appendix was so 
irritable that it could be seen squirming 
around after it had been removed and 
placed on a table. During this motion it 
emptied itself of a fecal concretion. 
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Supposing that this patient had not 
been operated upon? No person could 
tell what would have happened. More 
than likely the colicky pains would have 
become less, and finally would be replaced 
by a steady aching pain in the vicinity of 
McBurney’s point. Tenderness, which 
was absent, would now show itself in the 
region of the right iliac fossa; the belly 
would become rigid; the patient’s tongue 
would become coated, his skin hot and 
dry, urine high colored and scanty; he 
would vomit occasionally, his temperature 
would range from 90° to 103°, according 
to the progress of the pathological 
changes that would take place in the ap- 
pendix from time to time during the at- 
tack. His pulse would also quicken, and 
instead of moving about in bed as before, 
he would remain still with his legs flexed 
in order to relax his abdominal muscles 
which overlie the appendix. His condi- 
tion at this stage could be diagnosed as 
appendicitis, and if the contents of the 
right iliac fossa be exposed the following 
condition could be seen: Caput coli dis- 
tended, appendix dragged upon, kinked, 
and probably fixed in this kinked position 
by inflammatory exudate. The appendix 
would be swollen and might present nec- 
rotic areas in the serous coat, these areas 
being covered by plastic lymph. If the 
appendix be removed and injected after 
Abbe’s method, and later opened for in- 
spection, abrasions, ulcers, beginning per- 
foration, and points of obliteration might 
be observed. 

Suppose in this case we still wait, hop- 
ing that resolution or localized suppura- 
tion might take place. During our wait- 
ing period a perforation is liable at any 
moment to occur. If this perforation be 
sudden, before a sufficient amount of good 
lymph has been formed to protect the gen- 
eral peritoneal cavity, the patient will fall 
into a state of collapse or rapidly develop 
general peritonitis. If the perforating 
process has been slow, and if the inflam- 
matory exudate is healthy and active, a 
localized abscess will form. With the 
formation of this abscess most of the acute 
symptoms of appendicitis will disappear, 
and for your diagnosis of pus you must 
rely upon present and past symptoms, pal- 
pation, rectal 6r vaginal examinations; 
also the blood examination. Fluctuation 
is generally absent or indistinct; if you 
get it you are all the more sure of your 
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diagnosis. If you do not get it, its ab- 
sence should not mislead you. In the vast 
majority of cases the belly wall is so rigid 
and board-like that it is impossible to 
elicit fluctuation, and any violence 
brought about by attempting to get it is 
dangerous, as the abscess wall might be 
ruptured during the manipulation. 

If we do not operate at this stage— 
the stage of localized suppuration—the 
abscess may present itself near the an- 
terior superior spine of the ilium above 
Poupart’s ligament, or, as has happened 
in the lumbar region simulating a peri- 
nephritic abscess, it may discharge its con- 
tents into the cecum, small intestines, 
bladder, vagina, or rectum. It may rup- 
ture and its contents escape into an area 
which has been walled off by adherent in- 
testines, or it may allow its contents to 
flow into the general peritoneal cavity, 
causing peritonitis, which is almost in- 
variably fatal. If an operation be per- 
formed before the abscess ruptures, the 
first indication of pus that meets our eyes 
in many instances is edema of the tissues 
which lie over the abscess and under the 
deep fascia. 

I have had my attention called to this 
edema many times by Professor Keen 
during operations for this disorder. In 
some cases, particularly where the abscess 
has been fully matured for some time, the 
fluid which produces this edematous con- 
dition is absorbed, and in these cases 
edema is absent. As we approach the wall 
of the abscess from without inward dur- 
ing the different steps of the operation, 
the effect of the inflammation upon the 
overlying tissues is plainly seen. In not 
a few cases the tissues are matted to- 
gether by inflammatory exudate to such 
an extent that it is impossible to distin- 
guish one structure from another, and the 
abscess cavity may be entered before the 
operator intends that it should be. A 
finger introduced into the cavity of such 
an abscess reveals sometimes nothing but 
pus confined by a wall of lymph, the ap- 
pendix having disappeared by disintegra- 
tion. In other cases the appendix will 
help to form the wall of the abscess and 
cannot be identified by touch or sight. 
Occasionally fecal matter, a gangrenous 
appendix, and pus can be seen to occupy 
the same cavity. Rarely a foreign body 
is seen. In one case, as I said a few mo- 
ments ago, I saw a gangrenous appendix, 














three gall-stones and pus in the cavity of 
an appendicular abscess. In one case that 
I operated on at the Jefferson it looked 
as though there were multiple abscesses 
separated by weak walls, as the slightest 
touch applied to what appeared to be a 
partition would cause large quantities of 
pus to come from the direction in which 
the touch was made. Sometimes the 
cavity of an appendicular abscess is so 
large that the finger can touch no portion 
of the wall except the top, and sometimes 
they are’so deep that a pair of hemostatic 
forceps can be placed in them full length 
without touching the floor. 

Though I have just given you an illus- 
tration of a case of appendicitis running 
the gauntlet from the first symptom, colic, 
to the stage when pus is formed, we must 
all remember that many attacks terminate 
in resolution. Many persons have re- 
peated attacks of appendicular colic which 
pass away in a short time and leave them 
none the worse off. The same result is 
claimed by some in appendicitis; but we 
know that with these recurrent attacks 
each attack is accompanied by patholog- 
ical changes which render an operation 
more difficult when the time comes to per- 
form it, and most cases of relapsing ap- 
pendicitis fall into the surgeon’s hands 
sooner or later. Moreover, death has 
been known to occur in cases in which no 
pus, perforation, or gangrene was found. 

Unfortunately, we have no means by 
which we can see through the abdominal 
walls and determine the condition of the 


intra-abdominal organs during diseased. 


processes, and for this reason we cannot 
foresee the termination of a single case of 
appendicitis. Unless the appendix is re- 
moved within, say, twelve to thirty-six 
hours from the time the patient first no- 
ticed pain and tenderness in the right iliac 
fossa, or unless some ingenious individual 
formulates some plan by which we can 
study the pathological changes that occur 
in the right iliac fossa during an attack of 
appendicitis, we can never be assured of 
the result of an attack. 

In 176 cases collected by Fitz, 88 per 
cent died in the first eight days, and two- 
thirds of these died between the fourth 
and eighth days. Of 35 cases operated 
upon by Deaver within seventy-two hours, 
28 or 80 per cent recovered and 7 died. 
Of the remaining 15 cases operated upon 
between the third and ninth day, 10 or 66 
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per cent recovered and 5 died. Morris 
(New York Medical Record, Dec. 26, 
1896) operated upon 100 consecutive 
cases of appendicitis with a mortality of 
two per cent. From the pathological con- 
dition of the appendices in the 100 cases 
he estimated the death-rate, if the same 
cases had been under medical instead of 
surgical treatment, and he found that in 
this particular series the mortality could 
not have beeri less than 28 per cent. 

Morris says: “Patients.often die un- 
der any form of medical treatment in the 
first attack or in the second attack, or in 
the tenth attack. Patients who do not 
die under any sort of medical treatment 
often lose much valuable time in bed. No 
one can foretell which patient will recover, 
which one will die, or which one will 
spend much or little time in bed.” It is 
reasonable to believe from the patho- 
logical changes which can be seen in the 
appendices of 100 consecutive cases such 
as the ones just spoken of that appendi- 
citis should be considered a surgical dis- 
order from the beginning of the attack. 

Some surgeons maintain that with 
slight symptoms an operation should be 
performed; as slight symptoms are no 
sign that even in a few hours gangrene or 
perforation will not occur. Early opera- 
tion gives us the best result. Operations 
performed after perforation, gangrene, or 
septic peritonitis has developed show the 
death-rate to be higher; but operation is 
the only alternative in such instances. 
Some surgeons operate early in the first 
attack; others wait and temporize, apply 
an ice-bag over the right iliac fossa, give 
salines, and operate after the patient gets 
over the attack. If the symptoms become 
worse they operate at once. 

They all agree as to the best time in a 
severe case, in one with distinct swelling, 
and in cases where suppuration, gangrene, 
and perforation are thought to have oc- 
curred or to be liable to occur, to operate 
at once. In relapsing or recurrent appen- 
dicitis the operation gives the best results 
if done between attacks, as the appendix 
at this time is more or less quiescent. 
Most surgeons choose this time if the 
symptoms during an attack are not 
urgent. 

Professor Kiimmel, of Hamburg, in a 
paper on relapsing appendicitis at a meet- 
ing of the Twelfth International Medical 
Congress held in Moscow during August, 
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1897 (New York Medical Record, Sept. 
18, 1897), spoke of one hundred success- 
ful resections of the vermiform appendix 
performed by him. In addition to his 
own cases, he had collected the statistics 
of an equal number of cases of relapsing 
appendicitis in which an operation had 
been refused. In the refused operation 
cases “the mortality after three years was 
greater than in the operated cases.” It 
is evident from statistics all told that the 
safest and most satisfactory time to per- 
form an operation for the cure of appen- 
dicitis is in the beginning of the attack, 
say from twelve to forty-eight hours after 
the first symptoms, or during the interval 
between attacks. 

An incision two inches in length, 
through the soft parts, should allow the 
surgeon to examine with his finger the 
contents of the right iliac fossa, and his 
findings should determine whether or not 
the incision should be enlarged. 

In a recent case, and one with few ad- 
hesions, the appendix can and has been 
taken out in many instances through an 
incision of this size; but when there are 
many adhesions the incision should be of 
sufficient size to enable the operator to 
work comfortably. 

The appendix is not always as accessi- 
ble to touch as one might think. Some- 
times even in clean cases it cannot be 
found after an extensive search. I as- 
sisted in one case and heard of another in 
which the above was the case. In demon- 
strating the operation for appendicitis in 
the surgical laboratory at the Jefferson 
Medical College, and also in operating, I 
invariably follow a method devised by 
Prof. J. Chalmers Da Costa for finding 
the appendix. The method is as follows: 
Through the abdominal incision introduce 
the index-finger and follow the parietal 
peritoneum outward, then backward, then 
inward. The first obstruction it encoun- 
ters is the colon. The finger is then passed 
down to the head of the colon, and in the 
majority of instances the appendix will 
be found on the posterior and internal 
surface of the colon. This method is par- 
ticularly advantageous when the incision 
is so small that the intestines cannot be 
drawn through it. 

The appendix can be removed and the 
stump treated by various methods. One 


good method which I employ, and one 
which has stood the test of time, consists 
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of liberating adhesions, ligating the ves- 
sels in the mesoappendix, excising this 
structure, placing two ligatures around 
the appendix near its base, and after plac- 
ing a warm sterilized intestinal pad be- 
neath the appendix, incise between the 
ligatures. The stump of the appendix 
should be lightly curetted, touched with 
cotton or gauze containing pure carbolic 
acid, followed by alcohol, then inverted 
into the coats of the colon by a continuous 
Lembert suture. 

Much can be done during an abdominal 
section in the way of preventing post- 
operative hernia by making clean cuts 
through the skin and different layers of 
fascia, by separating muscular tissue in 
the direction of its fibers, by having the 
incision in the different layers of fascia 
no longer than the skin incision, and by 
accurately approximating the cut edges of 
the peritoneum, transversalis fascia, and 
the fascia of the oblique muscles. 

The peritoneum should be sutured with 
a continuous catgut suture—fine silk or 
kangaroo tendon is best for the transver- 
salis fascia—the separated fibers of the 
oblique muscles are restored to their or- 
iginal place, the aponeurosis of the ex- 
ternal oblique is closed by silk or kan- 
garoo sutures, and the skin incision is 
closed by silkworm-gut sutures, or a sub- 
cuticular stitch. 

For gaining access to the interior of 
an appendicular abscess, an_ incision 
should be made parallel with Poupart’s 
ligament and over the area of dulness on 
percussion. This is known as Willard 
Parker’s oblique incision. Sometimes the 
abscess wall is adherent to the peritoneum 
and transversalis fascia. When such a 
condition is found to exist, the abscess 
cavity can be reached without entering 
the free peritoneal cavity. When the 
abscess wall is not connected with the ab- 
dominal wall, precautions must be taken 
not to rupture the abscess wall until the 
peritoneal cavity is well protected. Strips 
of iodoform gauze placed so that they will 
completely surround the abscess and ap- 
pendicular region will afford ample protec- 
tion. As this barrier is to remain in place 
for several days care should be taken 
to protect it as far as possible by means 
of sterilized cotton or gauze compresses. 
Adhesions which form the abscess wall 
can now be broken through with the 
finger. When pus appears it is removed 




















with cotton or gauze pads. After the 
cavity is empty the appendix is looked 
after, and the gauze compresses are re- 
moved, but the iodoform gauze barrier 
remains. A drainage-tube is inserted and 
anchored to,one side of the abdominal 
incision, the abdominal wall being only 
partially closed, so as to allow the tube 
and gauze to protrude. 

Unless undue symptoms arise, the iodo- 
form gauze barrier can remain in place 
for three or four days, but it can be re- 
placed by fresh strips of iodoform gauze 
after the first forty-eight hours. I have 
had excellent results from this method. 

The rule that I adhere to for the re- 
moval of the appendix in a pus case is 
as follows: If the abscess wall is solid, 
the appendix in sight and not firmly at- 
tached laterally to the wall, I ligate and 
remove it. If the appendix cannot be 
readily found and the abscess wall is frail, 
persistent search and attempt at its re- 
moval are attended with such danger of 
breaking into the general peritoneal cavity 
that they are not to be recommended. 

I have with me the photographs of 
three appendices which [ will hand 
around : 

No. 1 was taken from an appendix 
which was removed from a patient who 
had distinct symptoms of appendicitis. 





FIG. I. 


No. 2 was taken from an appendix 
which was removed from a patient who 
had frequent and severe attacks of ap- 
pendicular colic. 

No. 8 was taken from an appendix 
which was removed from a patient who 
had no symptoms referable to the ap- 
pendix, and was discovered by accident 
during an operation for uterine disease. 

Strange to say, the smallest appendix, 
No. 1, gave the most appendicular trouble. 
This appendix I removed on September 
6, 1897, at the Jefferson Medical College 
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Hospital. After the contents of the right 
iliac fossa had been fairly exposed the ap- 
pendix could not be seen, and was found 
only after an extensive dissection through 
inflammatory tissue. I was admirably 
assisted in the operation by the surgical 
resident, Dr. Carr. 





Fic. 2. 


The patient, aged twenty-two, attrib- 
uted his trouble to a heavy meal which he 
ate three weeks before the operation and 
twelve hours previous to the onset of the 
attack. The attack was immediately pre- 
ceded by a chill, which lasted ten minutes. 
Several hours after the chill had passed 
away he began to have pain which ex- 
tended all over his abdomen. This gen- 
eral abdominal pain persisted for a few 
hours, and then settled in the right in- 
guinal region. He said the pain was so 
severe that he could not assume any posi- 
tion in which it would be the least influ-- 
enced for the better. After he was put 
on the saline treatment he felt better; the 
pain gradually subsided, and in forty-eight 
hours from the beginning of the attack 
he felt as well as ever. Two weeks after 
this attack, and four days previous to the 
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operation, he was again seized with severe 
pain in the abdomen, which was constant 
up to the time of the operation. When 
admitted to the hospital ward he was suf- 
fering with considerable pain in the region 
of McBurney’s point, his temperature was 
102.3°, pulse rapid, tongue coated, bowels 
constipated. Slight palpation over Mc- 
Burney’s point revealed a mass which 
was hard and seemed to be circumscribed ; 
deep palpation was impossible on account 
of the pain it induced. This mass was 
exposed through a three-inch hypogastric 
incision, and it proved to be inflammatory 





FIG. 3. 


in nature and was attached to the caput 
coli on the posterointernal surface. While 
dissecting this mass from the head of the 
colon the appendix was brought into view ; 
it was found to occupy the center of the 
mass and was surrounded by tissues of 
low vitality, some of which were on the 
verge of suppurating, and for this reason, 
after the appendix had been removed, I 
walled off all structures the best that I 
could from the operative area with iodo- 
form: gauze, irrigated with salt solution, 
and drained with two large drainage- 
tubes. During the operation bleeding 
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from one of the mesenteric arteries gave 
me considerable’ trouble. The bleeding 
came from the depths of the wound, and 
was finally controlled by applying a pair 
of long hemostatic forcéps. The adhe- 
sions were so numerous and the bleeding 
vessel so deeply situated that it was 
thought advisable to leave the forceps on 
instead of trying to apply a ligature. 

The wound was left open for four days; 
it contained this pair of hemostatic for- | 
ceps, two large drainage-tubes, two pieces 
of iodoform gauze (each piece two layers 
in thickness) three-quarters of a yard in 
length and four inches in width. 

Though there was no pus at the time 
of the operation, it was quite plentiful in 
less than forty-eight hours. The appen- 
dix measured one inch in length and re- 
sembled a small grubworm, its caliber be- 
ing obliterated. The patient made a good 
recovery. 

Photograph No. 2 shows the size and 
shape of an appendix which I removed 
from a patient at the Jefferson Hospital 
April 4, 1902, who for three months pre- 
vious to the operation suffered with fre- 
quent attacks of appendicular colic. These 
attacks, as time went on, became more 
frequent and more severe, until finally 
they became so severe that he was obliged 
to go to bed. In one week this patient 
had three distinct attacks of appendicular 
colic. He made a rapid recovery. When 
straightened out the appendix measured 
eight inches in length, it was coiled upon 
itself, and was found deep in the pelvis. 
Its tip contained a large, hard concre- 
tion. 

Photograph No. 3 shows the remarka- 
ble size of an appendix removed by Prof. 
E. E. Montgomery at one of his clinics 
at the Jefferson Hospital in 1897. The 
patient from whom this appendix was re- 
moved was operated upon for a number 
of uterine growths, and she never gave 
a history of symptoms referable to the 
appendix. During the operation, and 
after the uterine growths had been re- 
moved, a mass fell into the pelvis, which 
upon examination proved to be a cyst of 
the vermiform appendix. It was ampu- 
tated, and while fresh measured five and 
a half inches in length and four and three- 
quarter inches in its largest circumference. 
It has never been opened, but from its 
general appearance it looks as though it 
contains a fluid which is thin and watery. 
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THE PREVENTION OF THE CONSE- 
QUENCES OF GONORRHEAL 
INFECTION. 





It is not many years since both the 
medical profession and the laity were 
firmly of the opinion that infection by the 
gonococcus was a very limited condition, 
and aside from the local lesions which it 
produced was incapable of doing further 
damage. The rapid advances in bacteri- 
ological study, and particularly the exam- 
ination of the blood in certain cases of 
endocarditis and arthritis, have proved 
that it is quite possible for the gonococcus 
to enter the circulation and to produce 
serious lesions in portions of the body far 
removed from the genito-urinary tract. 
These lesions when they occur are in the 
great majority of cases incurable, and 
some instances of what appears to be at 
first glance rheumatoid arthritis are in 
reality cases of infectious arthritis due to 
this microérganism. 

It is important that physicians 
should remember these facts not only 
for purposes of diagnosis, but also 
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because they may warn their patients 
of the fact that gonorrhea may become a 
systemic malady and imperil their vitality. 
This is also important because it causes 
the physician to bear in mind that gon- 
orrhea produces grave ravages. in the 
pelvic organs of women, and gyne- 
cologists of large experience have stated 
that a very large proportion of the pelvic 
disorders met with in married women are 
due to this infection. Thus, in 1901, the 
Section on Hygiene and Sanitary Science 
of the American Medical Association, in 
reply to a query addressed to men of ex- 
perience in this country and Europe as to 
the proportion of pelvic inflammation due 
to this cause, obtained statistics which 
showed that about 40 per cent of the cases 
had their origin in the presence of this 
coccus. As Clark states in the June num- 
ber of Progressive Medicine, the mutila- 
tion, suffering, invalidism, and death 
caused by the ravages of pelvic inflam- 
mation need not be dwelt upon. Accord- 
ing to some statistics 40 per cent of mar- 
ried women who suffer in this way 
is far too low an average. Noeg- 
gerath as long ago as 1876 declared 
that 50 per cent of female sterility was 
due to this cause. Neisser believes that 
45 per cent of the cases of sterility have 
this origin, and other statistics collected 
by gynecologists and genito-urinary sur- 
geons of equal eminence give a like per- 
centage. Williams insists that 73 per 
cent of all abortions are due to gonor- 
rheal endometritis. To be sure, the sta- 
tistics which we have quoted have been 
controverted by the studies of Bumm, who 
showed that a considerable number of 
women infected by this microérganism 
conceive and bear children. He thinks 
that two-thirds of the cases of sterility 
depend upon faulty development, and that 
only a large proportion of the last third 
is due to acquired sterility due to gonor- 
rhea. Clark states that it has been esti- 
mated that from 75 to 90 per cent of the 
male population of large cities have had 
gonorrhea, and only 5 to 18 per cent have 
syphilis, and that it is remarkable in view 
of these facts that the prevalence of this 
disease has not been more taken into ac- 
count in its relation to marriage. Janet 
speaks of gonorrhea and tuberculosis as 
the great pests of modern times. 

This subject naturally brings up the 
interesting one as to whether and when 
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the gonorrheic man may marry. Findley, 
agreeing with Noeggerath as to frequency 
and incurability of gonorrhea, questions 
whether physicians are ever justified in 
indorsing a marriage when the man has 
had this disease. It is quite impossible 
for those of us who have had large ex- 
perience to believe that the mere fact that 
a man has had gonorrhea in previous 
years prohibits marriage, but, on the other 
hand, it is undoubtedly true that a gono- 
coccic infection may remain quiescent for 
long periods of time and that it may then 
be unintentionally transmitted without the 
infected individual being guilty of wrong- 
doing. It therefore behooves the physi- 
cian, when consulted in regard to this 
matter, to be most conservative in his 
advice and to have frequent examinations 
made of urethral secretions before giving 
his permission for marriage. Findley 
thinks he would never sanction marriage 
under these circumstances, but this is un- 
doubtedly an exaggerated view, although 
it serves to emphasize and impress upon 
our minds the important facts to which 
we have drawn attention. 





THE INFLUENCES OF QUININE UPON 
INFLAMMATORY PROCESSES. 





A very wide-spread belief exists 
amongst the profession and the laity 
to the effect that quinine in full medicinal 
doses possesses distinct antiphlogistic 
influences, and this view has existed 
for many years. In the old days, be- 
fore it was known that most inflam- 
matory processes are associated with 
bacterial infection, it was thought 
that a number of drugs possessed the 
ability to modify or abort early inflam- 
matory processes. Thus, not only was 
quinine credited with this power, but 
mercury, aconite, veratrum viride, and 
opium were all supposed to possess it to 
a very considerable degree. In the case 
of the circulatory sedatives it was sup- 
posed that they modified inflammatory 
processes by their influence upon the cir- 
culation. In the case of mercury it was 


thought to diminish the “plasticity of the 
blood”—whatever that might mean—and 
some physicians believed that it diminished 
the coagulability of the blood, and there- 
fore the coagulability of inflammatory ex- 
The manner in which opium 


udates. 
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acted was not known, but it was consid- 
ered to be possessed of a, very extraor- 
dinary degree of anti-inflammatory 
power. With the development of the sci- 
ence of bacteriology and with our in- 
creased knowledge of the underlying pro- 
cesses connected with inflammation, there 
has been a gradual diminution in the em- 
ployment of these drugs as antiphlogistics 
until, at the present time, their use for 
this purpose has become almost obsolete. 
This is an interesting circumstance, not 
only because of the important position 
which they at that time held, but also 
because it has been a gradual process and 
has not resulted from any single dis- 
covery or series of discoveries which have 
thrown doubt upon their efficacy. Indeed, 
so far as we know there has been no 
paper or original contribution by any one 
of note during the last twenty years which 
indicates that the old-fashioned confidence 
in these antiphlogistics was misplaced. 
On the contrary, their loss of favor has 
been by a gradual and unnoticed process. 

Of all the drugs that we have named, 
there is, perhaps, more reason to suppose 
that quinine possesses greater antiphlo- 
gistic properties than the others. It has 
long been known that quinine exercised 
some influence upon the movements of 
the white blood-corpuscles; and Binz, 
Disselhorst, and the writer of this edi- 
torial, showed by experimental research 
more than twenty years ago that the use 
of this drug in ordinary medicinal quan- 
tities diminished the migration of the 
white blood cells through the blood-vessel 
wall, and Binz is responsible for the state- 
ment that these doses cause actual dimi- 
nution in the number of the leucocytes. 
This conclusion is open to doubt, and per- 
haps is dependent upon a lack of recogni- 
tion of the fact that there may be a 
diminution in the number of cells in the 
peripheral circulation without any actual 
decrease in the total number of white 
cells in the body. 

Our attention has been called to this 
subject once more by an editorial note in 
the Yale Medical Journal for June, 1905, 
in which is quoted a graduation thesis by 
Dr. F. T. Fitch, who claims from his 
researches in the laboratory that in ani- 
mals poisoned with quinine the leucocytes 
in the blood are considerably decreased, 
and furthermore that their ameboid move- 
menis are arrested. He also states that 
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the diminution is usually in the polymor- 
phonuclear cells, and that there is a slight 
increase in the lymphocytes. At the time 
of the earlier researches which we have 
quoted no differentiation had been made 
in various forms of white cells, so that in 
this respect the observations of Dr. Fitch 
are new, and deserving of attention. Of 
course, these observations in no way prove 
that it is by this means that quinine does 
good in inflammatory processes. They 
only serve to point a way by which we 
can explain the empirical use of the 
remedy in a large number of conditions. 
Thus, many physicians believe that 
quinine is an exceedingly valuable remedy 
in croupous pneumonia and in acute 
coryza, which, in a majority of instances, 
is undoubtedly an infection which becomes 
possible by reason of a decrease of local 
or general vitality. It is quite true, on 
the other hand, that the quinine is often 
given in excessive doses for these pur- 
poses, and under these circumstances it is 
not to be forgotten that it acts as a cir- 
culatory depressant, and that some of the 
headache which is attributed to the dis- 
ease is in reality due to the drug. 





THE NEW PHARMACOPGIA. 





The new Pharmacopeeia of the United 
States of America has appeared and 
takes effect September 1, 1905. Most 
of the changes which are present in it 
are of greater interest to the pharmacist 
than the physician. There are, however, 
a number of changes which are of great 
importance to physicians. Practically all 
of the tinctures of powerful drugs have 
been made 10 per cent in strength. In 
most instances this has resulted in an 
increase in dose. Thus, the tincture of 
aconite has been reduced from 35 to 10 
per cent, and the tincture of veratrum 
from 40 to 10 per cent. On the other 
hand, the tincture of strophanthus has 
been increased from 5 to 10 per cent. 


These changes have been made in order 


to conform to the standards adopted by 
the International Conference on Potent 
Remedies held at Brussels in September, 
1902. A large. number of changes have 
also been made in official names of many 
drugs. Many new drugs chiefly de- 
rived from the mineral kingdom, or by 
synthesis, have been given names which 
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up to the present are unfamiliar to most 
practitioners. Antipyrin, it is true, ap- 
pears under “Antipyrina,” but carbolic 
acid appears under the name of “Phenol ;” 
Salol is known as “Phenylis salicylas;” 
Phenacetine is official under the name 
“Acetphenetidinum;” and Urotropin is 
known as “Hexamethylenamina.” <A 
considerable number of changes of a like 
character are found in the cases of other 
drugs. It is evident that the profession 
will be slow to take up with the use of 
some of these chemical but official terms, 
preferring the old-fashioned and briefer 
nomenclature. Another change has been 
the substitution of the compound word 
“Fluid-extractum” for the term Fluid 
Extract; and still another change which is 
of considerable interest to physicians is 
the introduction of average doses of all 
the official preparations which are em- 
ployed internally, this being the first oc- 
casion upon which doses have been intro- 
duced into the Pharmacopteia. In all 
probability the changes in the strength 
of various tinctures of powerful drugs 
will be the ones which will prove of the 
greatest practical importance to physi- 
cians. Thus, the average dose of the new 
tincture of aconite is 10 minims, the 
average dose of the new tincture of ver- 
atrum is 15 minims, doses which are 
much larger than those which were com- 
monly employed when these tinctures 
were of greater strength. 

The new United States Pharmaco- 
poeia can be obtained from the distribut- 
ing agents, Messrs. P. Blakiston’s Son 
& Company, 1012 Walnut Street, Phila- 
delphia. 


TOLERANCE TO NITROGLYCERIN. 





It is not long since we called attention 
in these columns to a paper by Dr. 
Loomis, of New York, in which he en- 
deavored to prove that nitroglycerin 
should not hold as high a place in med- 
ical practice as it has held in the past. 
With this opinion we did not agree, al- 
though we are in accord with his view 
that owing to its fleeting and fugacious 
action it should be administered fre- 
quently rather than at long intervals. 

Apropos of the question of the employ- 
ment of nitroglycerin as a remedial agent, 
it is important to remember that it is a 
drug to which the system becomes accus- 
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tomed with extraordinary rapidity, and 
therefore in nearly all cases it is essen- 
tial to gradually increase the dose from 
week to week until the patient may be 
taking a quantity which at first would 
have been quite impossible. On more 
than one occasion the writer has had a 
patient who has gradually increased from 
1/100 of a grain three times a day to a 
grain a day, and in a recent number of 
the Journal of the American Medical As- 
sociation Stewart calls attention to the 
fact that a number of cases have been re- 
ported in which doses many times greater 
than this were taken by patients with no 
other than advantageous effects. Thus, 
as long ago as 1888, he recorded an in- 
stance of a patient who at the end of six 
months of ascending doses was able to 
take the equivalent of 5 minims of pure 
nitroglycerin four times daily. In an- 
other case which he speaks of 20 minims 
of pure nitroglycerin were taken daily. 
It is an interesting point that tolerance 
for these large doses, so far as the de- 
velopment of untoward symptoms are 
concerned, can be acquired long before 
the circulatory condition renders their 
use essential. That is to say, the drug 
may be rapidly increased in dose, toler- 
ance may be developed, and nevertheless 
an unnecessary quantity of the drug may 
be administered. On the other hand, we 
reiterate that in many instances the mis- 
take is made of not increasing the dose 
month by month or week by week. 
Stewart states that the administration 
of these large doses has never been fol- 
lowed by disadvantageous results. But 
in this we cannot be in accord. In anum- 
ber of instances full doses of nitroglycerin 
continued for a long period of time have 
not only diminished sexual power, but 
have also caused a lack of vesical control. 
It is important in administering nitro- 
glycerin in many cases which suffer from 
high arterial tension to remember the fact 
that as the tension is lowered by the drug 
it is often wise to give digitalis or 
strophanthus, in order that the tired heart 
may be stimulated at the same time that 
the nitroglycerin diminishes the labor 
which would otherwise be required of it. 
One other point in regard to the ad- 
ministration of nitroglycerin is of inter- 
est, namely, that, unlike most medica- 
ments, it should be given in chronic cases 
in a form which is slowly absorbed. To 
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give it in hypodermic tablets by the 
mouth produces a sharp physiological 
effect which soon passes away. But if it 
is given in well-made gelatin-coated pills 
or compressed tablets, the pill or the 
tablet is so slowly absorbed that the 
physiological influence persists over a 
considerable period of time. 





THE MEETING OF THE SOCIETY OF 
SANITARY AND MORAL 


PROPHYLAXIS. 





An association of clergymen, lawyers, 
and doctors, formed for the purpose of 
lessening the incidence of venereal dis- 
eases, should formulate some plan by 
which if these maladies cannot be entirely 
prevented their prevalence can be greatly 
diminished, and their conveyance to those 
guilty of no moral dereliction can be pun- 
ished by social ostracism and legal penal- 
ties in some degree commensurate to the 
injury inflicted. 

Of the papers contributed to the last 
meeting Morrow’s points out that many of 
the views of the laity upon venereal dis- 
eases are the discarded errors of a past 
generation of doctors. Thus it is com- 
monly believed that sexual indulgence is a 
physical necessity for men; that gonorrhea 
is a trifling disease, no more serious than 
a cold in the head, and to be regarded 
with very much the amused tolerance that 
is accorded to seasickness; and that the 
contagion of syphilis ends with the 
chancre. Morrow shows that the vener- 
eal infection is the direct or indirect cause 
of fully one-eighth of all diseases which 
afflict humanity. To syphilis are accorded 
ninety per cent of all cases of locomotor 
ataxia, more than seventy-five per cent of 
all ocular paralyses, a large proportion of 
general paralysis, paraplegia, and hemi- 
plegia, eighty per cent of all cases of 
paresis, and every hemiplegia occurring 
in men under forty years old who are not 
addicted to alcohol. Syphilis also causes 
forty-two per cent of all abortions, while 
sixty to eighty per cent of syphilitic chil- 
dren die in utero or shortly after birth. 
Those who survive are defectives. The 
gonococcus causes eighty per cent of all 
deaths from inflammatory diseases pecu- 
liar to women, and fully fifty per cent of 
all gynecological operations performed by 
surgeons are made needful because of this 
form of infection. Twenty to thirty per 














cent of infected women abort, and from 
forty-fivé to fifty per cent are rendered 
irrevocably sterile. Eighty per cent of 
the blindness of the new-born, and twenty 
per cent of this affliction from all causes, 
are due to gonococcal infection, and most 
of the cases of vulvovaginitis in children 
are gonorrheal in nature. 

Morrow aptly says: “We chide the 
public for that ridiculous prudery which 
looks upon education in sexual hygiene as 
not proper, as demoralizing even, for the 
young, and for that traditional prejudice 
which surrounds sexual diseases with an 
atmosphere of shame. From the stand- 
point of science there can be no greater 
satire upon creative wisdom than the idea 
that the knowledge of the organs that 
transmit life is shameful, or that the edu- 
cation which would lead young men to 
live according to the physiologic laws of 
a healthy nature is profane. But, we may 
ask, is the medical profession free from 
this mental atavism? How many physi- 
cians instruct their own children in these 
matters?” He believes that educational 
reform should commence in the ranks of 
the medical profession. 

Howard Kelly, after pointing out the 
inadequacy of state regulation of prosti- 
tution, quotes Taylor to the effect that 
the reason for the failure of the contagi- 
ous disease acts in Great Britain is inci- 
dent to the fact that of the two propaga- 
tors of the disease but one is treated, com- 
paring this to legislation which would 
propose to limit smallpox by vaccinating 
the females only. Moreover, it was found 
impossible to get more than a small per- 
centage of women to submit to examina- 
tions. It is impossible to examine any 
large number of women often enough to 
prevent disease from spreading, and finally 
the most rigid examination cannot guard 
against the danger of mediate contagion. 

Kelly believes that the remedy for the 
evil lies in an active personal crusade. 
Among the essentials of this crusade he 
considers better provision for the amuse- 
ment and recreation of children, better 
hygienic surroundings, more living rooms, 
more abundant sanitary facilities; the 
betterment of working conditions, pro- 
viding sufficient wages; and finally, “defi- 
nite faith in God, a faith which leans upon 
Him at all times for grace and strength 


to do that which we otherwise could not 
do.”’ 
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Andrew H. Smith holds that the solu- 
tion of the difficulty lies in what he terms 


normal marriage. This he believes must 
have a physiological basis in the sexual 
instinct. He defines it as “a union be- 
tween a man and woman both in sexual 
health, which union is prompted in the 
first instance by the natural inclination of 
the two sexes, one to another, and is 
determined in each particular case by the 
presence in each person of qualities that 
excite the admiration, esteem, and affec- 
tion of the other. Persons so united may 
be expected to find such physical and 
psychical satisfaction in each other as will 
not only keep them true to the marriage 
tie, but will illustrate the highest and most 
abiding type of human affection.” Young 
people he believes should be educated to 
look to a normal marriage as the thing 
deservedly most important in their lives. 
Smith holds that normal marriage could 
thus be made to cast its light before; and 
the youth trained in chivalric ideas would 
keep himself pure for the as yet unknown 
mistress of his heart. 

Smith would have young girls taught 
by their mothers the dignity and sanctity 
of normal marriage, and would have ex- 
plained to them the danger of infection 
by abnormal husbands. The advice is 
perhaps summed up in the statement that 
“young women should be made to promise 
not to allow themselves to become in the 
slightest degree interested in any man 
without the knowledge of their parents. 
Upon the first sign that a man has singled 
out their daughter for special attention, 
that man should be required to desist 
from further attention until he has satis- 
fied the father as to his freedom from 
venereal taint.” 

Keyes in his paper dwells particularly 
on the need of sexual education. He 
aptly states that “we read our boy the 
Ten Commandments, and he nudges his 
companion and chuckles as we reach the 
seventh. He delves into the Bible for 
those passages, the memory of which is 
handed down among boys from genera- 
tion to generation. But if you ask me 
to tell you how to approach the boy, how 
to get him into a clean way of thinking, I 
must confess that I do not know. I know 
that you can’t teach a boy morals out of 
a book—he will take it into a corner and 
make fyn of it with his friends; you can’t 
teach out of the mouth of a woman, his 
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innate sense of decency rebels at that; 
you can’t lie to him, he will find you out; 
you can’t scare him much, he won’t stay 
scared. On the other hand, there are a 
lot of things you can do. You can appeal 
to his manliness, to his inborn sense of 
decency, to his sense of physical cleanli- 
ness or of religion. But the appeal must 
reach him with authority and with dig- 
nity. It must be directed, as much as pos- 
sible, to that particular boy rather than 
to boys in general.” Keyes most strenu- 
ously insists that the object of this society 
should be to clear up ignorance of every 
shade—the ignorance of the prostitute 
who thinks the way to rid herself of 
venereal disease is by intercourse with a 
virgin, as well as the ignorance of the 
young lad who knows not how to interpret 
the first stirrings of sexual life; the ignor- 
ance of the man who thinks he can marry 
within one year of his chancre, as well as 
the ignorance of the boy who looks for- 
ward to his first gonorrhea as the portal 
to true manhood. 

Though some of the opinions above 
quoted would seem to be those of the 
dreamer and idealist rather than of the 
practical man, there is a fundamental prin- 
ciple in education which is surely destined 
to play an important role. There is far 
more reason why the youth of both sexes 
should be taught the physiology of sexual 
life and the dangers inherent to its per- 
versions than that they should learn the 
function of the esophagus, the value of 
peristalsis, or the chemical action of the 
gastric juice. There are many reasons 
why marriage should be permitted only 
under the issuance of a competent medical 
man’s certificate as to the health of the 
contracting parties and their proper fit- 
ness to produce non-dependent offspring. 
Excepting for the enormous opportunity 
offered by blackmail there is every reason 
why the conveyance of venereal disease 
should entitle the injured party to com- 
pensation and the injuring party to pun- 
ishment. Moreover, venereal diseases are 
among the few which are contracted only 
by direct personal contact, so that personal 
responsibility can be readily traced. It is 
well established that chastity in youth is 
compatible with perfect health with very 
few exceptions; that sexual indulgence is 
largely a matter of habit; that the first 
step is the one most easily prevented, and 
that this is usually taken in total ignor- 
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ance of the possible appalling conse- 
quences. Until legislators are willing to 
recognize the existence of venereal dis- 
eases and to provide for the punishment 
of those who diffuse them, and for the 
seclusion of those who are a danger to the 
community, and until education upon these 
topics becomes a part of school instruc- 
tion, it is to be feared that neither the 
eloquence of the moralist nor inspection 
of prostitutes will have any material effect 
in lessening morbidity. 





INTUSSUSCEPTION IN CHILDREN. 





Perhaps nothing more strikingly illus- 
trates the increased skill in diagnosis and 
the advantages incident to following the 
principles of intra-abdominal surgery as 
understood by the practitioner of the pres- 
ent day than the fact that Clubbe reports 
100 consecutive laparotomies for intus- 
susception in children. Until compara- 
tively recent times this disease was *con- 
sidered extremely rare, and its treatment 
by surgical intervention was usually post- 
poned until the possibility of such inter- 
vention being helpful had long since 
passed. Text-books of a former gener- 
ation have many remedies with reports of 
cure, among them rectal injection with a 
water pressure of 30 feet. The mortality 
under such treatment was necessarily ex- 
tremely high. Clubbe records 50 cases 
occurring from 1893 to 1901; of these 25 
lived and 25 died. The second series of 
50 cases occurred from 1901 to 1904; of 
these 12 died. The difference in fatality 
is mainly due to the fact that the children 
in the last series were sent to the hospital 
earlier. The average time from the onset 
of the disease to the period of operation 
in the first series of cases was twenty- 
eight hours; in the second series twenty- 
three hours. In the cases that died it was 
respectively sixty-eight hours and forty- 
eight hours. Clubbe always practices irri- 
gation, using with a Higginson syringe 
oil or a warm saline solution, and notes 
that this treatment will do away with the 
necessity for operation in about ten per 
cent of the cases. In seven of his cases 
he was obliged to resect the bowel, with 
but one recovery. In the after-treatment 
morphine is administered. 

Although in perfectly typical cases the 
diagnosis is easily formulated, it should 











be borne in mind that many children with 
intussusception remain in remarkably 
good general condition for twenty-four 
to thirty-six hours. The diagnosis is 
based on spasmodic pain, tenesmus, with 
small blood-stained mucous stools, vom- 
iting, sometimes the detection of the in- 
tussuscipiens by rectal examination, and 
the finding of a sausage-shaped tumor. 

Though in the hands-of Clubbe, whose 
experience is probably greater than that 
of any single operator, there has been a 
very marked reduction incident to early 
operation, a mortality of twenty-five per 
cent is entirely too large for an affection 
which if diagnosed early is completely and 
readily remediable. This is another 
instance in which the surgeon is quite 
powerless without the codperation of his 
medical colleague, but in which providing 
his cooperation is complete the mortality 
can be still further greatly reduced. It 
will still remain true that in some of the 
cases attended by symptoms of moderate 
severity no doctor will be sent for until 
the bowel is irremediably damaged. In 
the most experienced hands resection in 
these cases has been attended by a high 
mortality, and this is likely to remain the 
case. 
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THE TREATMENT OF DYSPEPSIA. 


The Clinical Journal of May 10, 1905, 
contains the report of a lecture by 
LEONARD WILLIAMS in which he de- 
scribes his methods. He says let us take 
a case of sthenic dyspepsia and see how 
it should be treated. We will assume the 
patient to be a man of middle age, who 
has at one time been fond of athletics, 
but who has been obliged by business 
exigencies to give them up, who is capa- 
ble, hard-working, and energetic. He 
complains of epigastric discomfort after 
food, flatulent eructations, and mental 
irritability. The symptoms are not pro- 
nounced until some time has elapsed af- 
ter a meal; indeed, he not infrequently 
associates them with the period before a 
meal, and may attribute them to hunger, 
a theory which obtains support from the 
fact that he is always better immediately 
after he has fully satisfied his rather vig- 
Orous appetite. He dines at 7.30 p.m., 


and is very often awakened between four 
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and five in the morning with heartburn, 
pyrosis, sneezing, hiccoughing, asthmatic 
attacks, or other troubles, which, how- 
ever, rapidly subside as soon as he is able 
to “disperse the wind” of which his 


stomach appears to be full. In the day- 
time he is liable to suffer so much from 
palpitation that he feels sure there must 
be something wrong with his heart. 
Now the first thing to be done with 
such a man is to clear his prima vie. 
Give him a dose of calomel (remember- 
ing that those of dark complexion bear 
this drug better than those who are fair) ; 
order him a Turkish bath, an electric 
light bath, or an ordinary hot bath, and 
induce him, if possible, to take some daily 
exercise in the open air, or at least at the 
open window. Warn him against wear- 
ing wool or flannel next his skin, and 
enjoin upon him the necessity for ade- 
quate mastication of his food. These 
and other warnings suggested by the spe- 
cial circumstances of the case must be 
emphasized; but the great, the para- 
mount, the urgent need in such a patient 
is for an antacid, to be taken either as 


‘soon as his symptoms commence, or if 


possible immediately before their onset. 

The antacid which is most popular is 
the bicarbonate of sodium, but this salt 
is an antacid pure and simple, and is 
possessed of no sedative properties. It 
also has the disadvantage, especially 
where flatulence is troublesome, of in- 
creasing the amount of gas in the stom- 
ach. What is required is an antacid 
agent which is free from this objection, 
which at the same time is possessed of 
sedative properties. Such an agent is 
bismuth, There have been a great many 
differences of opinion regarding the 
merits of this drug, even so great an 
authority as Sir William Roberts going 
so far as to deny that it is an antacid at 
all. Sir Lauder Brunton, Dr. Burney 
Yeo, and other authorities, however, ap- 
pear to esteem it very highly, and this 
view is supported by most of those who 
have made a systemic trial of its action. 
The disappointments attending its use in 
suitable cases have been almost certainly 
due to its employment in insufficient 
quantities. The ordinary B. P. doses are 
utterly useless; the minimum which the 
author employs is, of the subnitrate, 25 
grains, and of the liquor bismuth am- 
moninio citratis, 2 drachms. 
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It is these two preparations which the 
author has learnt to appreciate most 
highly. The subnitrate may be given 
either in cachet form or suspended in a 
mixture. When prescribing it as a 
cachet he generally combines it with that 
excellent sedative oxalate of cerium, 
whose B. P. dose of 2 grains is also 
ridiculously inadequate; thus: 

RK Bismuth. subnit., grs. xxv; 

Cerii oxalat., grs. x. 
M. Sig.: Ter die post cib. 


If, as is not infrequently the case, the 
patient has a gouty tendency, it is well 
to add five grains or a little more of pul- 
vis guaiaci to each cachet, but in the au- 
thor’s experience the “little more” is very 
apt to produce griping, or purging, or 
both. Another drug which might be 
added to such a cachet is bicarbonate of 
sodium. It increases the alkalinity, but 
it increases also the bulk of the cachet 
and the quantity of gas in the stomach. 

Although the subnitrate is frequently 
prescribed in a mixture (20 grains of the 
salt to 20 grains of pulvis tragacanth. 
compositus), it is not wise to do so. The 
carbonate acts nearly as well, and does 
not tend to decompose as the subnitrate 
does. On no account should the subni- 
trate be placed in a mixture with bicar- 
bonate of sodium. The decomposition 
of the former leads to CO, being 
evolved from the latter, and explosions 
are apt to occur. 

If it is desired to give bismuth in a 
fluid form, the liquid bismuthi ammon. 
citratis should be used. It is the au- 
thor’s habit to combine it (as in the 
cachet) with a _ sedative—i.e., hydro- 
cyanic acid—thus: 

R Liq. bismuth. ammon. cit., £3ij; 

Syr. pruni, virg., £3ij; 
Aque, q. s. ad £3). 

This makes an agreeable and -palatable 
mixture, but if with a view of correct- 
ing any gouty tendency say 3ss tr. 
guaiaci ammon. is added it must be re- 
membered to suspend the latter in 40 
grains of mucilage of acacia, and even 
then the mixture will be deprived of its 
elegance. There is no objection to ad- 
ding bicarbonate of sodium to this com- 
bination, but there is really no necessity 
to do so, for it is already sufficiently 
alkaline. 

Now, whichever form is decided upon, 
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the cachet or the mixture, it must be re- 
membered that the proper time for its ad- 
ministration is some time after food. 
The length of time which should be al- 
lowed to elapse between the meal and the 
taking of the remedy depends, of course, 
upon the size of the meal. A full meal 
will take five hours to digest and will use 
up a great deal of HCl. A light meal, 
especially if it be poor in proteids, will 
use up very little acid—that is why 
sthenic dyspepsia is so much more com- 
mon after light meals—and the surplus 
will want neutralizing relatively soon. 
It will want neutralizing sooner after 
breakfast than after luncheon, and 
sooner after tea than either. After a full 
dinner the symptoms frequently do not 
show themselves until about 4 or 5 A.M., 
and may then, in addition to pyrosis and 
heartburn, take the far more obscure 
forms of hiccoughing, sneezing, asth- 
matic and even anginal attacks. The 
tendency of any symptoms, however lit- 
fle connected with the stomach they may 
at first sight appear, to recur regularly 
at 4 or 5 a.m. should give rise to a sus- 
picion that dyspepsia is at the root of 
the mischief. It is probable that much 
of the success which has attended the 
practice of giving alkalies before meals 
has been due to the fact that the period 
immediately preceding one meal is the 
period which witnesses the close of the 
digestion of the last—the period, that is, 
in which there is surplus acid waiting to 
be neutralized. However that may be, 
there can be no doubt that the adminis- 
tration of alkalies, and especially of bis- 
muth, at a suitable interval after food 
offers a means of relief in sthenic cases 
which is practically unfailing, and the 
writer would even go so far as to say 
that if relief is not obtained by such 
means, then the case is certainly not a 
dyspepsia of the class under considera- 
tion, 


THE HYPODERMIC USE OF ADRENALIN 
CHLORIDE IN THE TREATMENT 
OF ASTHMATIC ATTACKS. 


In the Medical News of May 13, 
1905, KAPLAN after a trial of this plan 
of treatment says that if a conclusion is 
to be permitted from the number of pa- 
tients studied in the Montefiore Hospital, 
it is safe to say that the contraindica- 




















tions to the use of adrenalin chloride are 
generally overstated. 

If carefully administered the drug 
may be used in effective dosage even in 
subjects with arteriosclerosis. 

It is fair to contend that we have in 
adrenalin a drug which is more efficient 
in the relief of asthmatic attacks than 
those ordinarily. used in the treatment of 
those conditions. 

Even large doses of the drug freely 
used do not give rise to a glycosuria. 

Adrenalin chloride has a distinct place 
in the therapeusis of asthmatic seizures. 

Although relieving the paroxysms 
with greater promptness and certainty 
than most of the other drugs at our com- 
mand, the hypodermic use of adrenalin 
chloride is in no sense curative of the dis- 
ease as such, and equally useless are 
prophylactic injections. 





THE TREATMENT OF EPIDEMIC CERE- 
BROSPINAL MENINGITIS WITH IN- 
JECTIONS (CHIEFLY INTRA- 
SPINOUS) OF DIPHTHERIA 
ANTITOXIN. 

The Medical Record of May 13, 1905, 
contains an article on this subject by 
PeaBopy which is of great negative 
value. He says that when Dr. Arthur 
J. Wolff, of Hartford, stated in January, 
1905, that there was a pronounced an- 
tagonism between the Klebs-Loeffler 
bacillus and the meningococcus, he was 
in the midst of the severest epidemic of 
cerebrospinal meningitis that most of us 
have ever been called upon to face; and 
although we knew a little more of the 
causes of the disease than our remote 
predecessors, and had ascertained that in 
the present epidemic the meningococcus 
was the sole exciting agent, we felt our- 
selves as helpless as they had been to 

cope with it. 

Under these circumstances the author 
thinks he was justified in trying the 
diphtheria antitoxin, without much hope, 
certainly, but with the feeling at least 
that he would do no harm. Accordingly, 
in the Roosevelt Hospital his colleague, 
Dr. Jacobi, and he, in their respective 
services, subjected twenty-two cases to 
the action of this agent. In all but one 
of these diagnosis was proved by finding 
the meningococcus in the spinal fluid. 
They were all cases of clinically unmis- 
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takable cerebrospinal meningitis. 
of them were under eighteen years of 
age, and many of them were young chil- 
dren, a few only being twenty years old 
or older. 

Many of them came under treatment 
early in the disease, probably before 


marked anatomical changes had _ oc- 
curred. All of them were subjected to 
spinal puncture; and from all of them 
cerebrospinal fluid was withdrawn. 
Sometimes this was found to be under 
abnormally high pressure, but by no 
means always so. The fluid was usually 
turbid and distinctly purulent, and in 
every case but one, as already stated, 
it contained the meningococcus. It is of 
interest to know that the fluid may be 
normal microscopically, and sterile in 
cultures in well-marked, fully-developed 
cases of the disease. Leube had found 
this to be the case before. The author 
has seen a fluid normal microscopically 
and sterile in cultures preceded and fol- 
lowed (with intervals of a day or two) 
by turbid, purulent fluid abounding in 
meningococci in an unmistakable case of 
the disease. Thus in any given case the 
negative results of a single spinal punc- 
ture may be misleading. 

Many of these cases came under treat- 
ment early in the disease. One received 
his first injection on the first day of the 
disease; five on the second day; six on 
the third day; four on the fourth day; 
and others on the fifth, sixth, and later 
days. 

In all cases fluid was removed by tap- 
ping, as he has said. This varied in 
amount (depending somewhat upon the 
degree of pressure that it showed) be- 
tween two drachms and an ounce gener- 
ally, though occasionally more was with- 
drawn. No marked symptoms followed 
this procedure as a rule. Occasionally 
a very dull, apathetic, or semicomatose 
patient became brighter, and in one in- 
stance a transient condition of collapse 
followed the removal of six drachms. 
The withdrawal of larger amounts never 
caused unpleasant symptoms. 

Of the twenty-two cases, four received 
the antitoxin only subcutaneously; seven 
received it at different times both sub- 
cutaneously and intraspinously. In only 
one case did it seem to cause any un- 
pleasant effect. This was a girl of fif- 
teen, and the effect alluded to was an 
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urticaria which lasted several days. She 
received a single intraspinal injection of 
two thousand units, and made a steady 
and complete recovery from the disease. 

The doses varied from twelve hundred 
units to fifteen thousand. Only two pa- 
tients received but a single dose each. 
In all of the others it was repeated at 
least once, and some received four, five, 
and six doses. 

The treatment was begun late in Janu- 

ary. Of the twenty-two, eleven have 
died, making a mortality to date of fifty 
per cent. Seven of these eleven died be- 
fore the sixth day of the disease. Of the 
eleven dead, one received the antitoxin 
on the first day of the disease; three on 
the second day; two on the third day; 
three on the fourth day, and only two 
later than the fourth day. Of the eleven 
still living, two are entirely well; two 
‘others are fully convalescent; five are 
still under treatment (no longer by anti- 
toxin), with active symptoms and very 
grave prognosis; and two may be said 
to be practically moribund. 

Thus the mortality of the twenty-two 
cases, while still uncertain, will go well 
beyond fifty per cent, and the percentage 
of recoveries to date is a little over nine. 

The author is well aware that these 
figures are far too small to justify any 
statistical deduction; but it is fair to as- 
sert that there has not seemed to any of 
those who have watched these cases any 
influence for good or evil to be ascribed 
to the treatment of them by diphtheria 
antitoxin. 


THE TREATMENT OF DIARRHEA IN 
CHILDREN. 


WINTERS gives the following advice 
in the Medical News of July 15, 1905, as 
to the feeding of neglected and misman- 
aged cases from three to nine or ten 
months of age which have become sub- 
acute or chronic cases. Cases that have 
been ill for weeks, possibly months, until 
there is a chronic disease of the intestines, 
are the troublesome, stubborn, unmanage- 
able ones, and are the cases that swell 
the death-rate. In this extremity a happy 
consummation expiates the promulgation 
of a heresy—an unorthodox food. The 
writer has proved condensed milk in this 
class of diarrhea, with the result that con- 
viction, and conscience, compel recogni- 
tion and advocacy. 
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In these neglected cases one of two 
things will save life—breast milk or con- 
densed milk. <A _ bottle-fed child of six 
or eight months can seldom be induced 
to take the breast. 

With profound apprehension of the 
evil effects from the prolonged use of 
condensed milk, and despite prescience of 
consequent vehement critigism, the author 
prescribes condensed milk in subacute and 
chronic diarrhea in young infants, inas- 
much as it is the only food, except breast 
milk, that will save life. 

For temporary use in such cases it does 
incalculable good; its prolonged use does 
incalculable harm. Condensed milk may 
be made beneficial or baneful, conforma- 
ble to its use or abuse. Judiciously used 
it will save life where nothing else can. 
Injudiciously used it is a prolific source 
of disease. The author asserts he would 
not advocate its use had he not had an 
experience of years during which it has 
not once failed him. 

The clinical fact that infants who have 
been continuously fed on condensed milk 
for any prolonged period have an abiding 
predisposition to diarrhea of fatal type, 
does not deter him from having recourse 
to it in the restricted manner indicated, 
and in the cases alluded to, believing such 
cases will become less frequent in the near 
future, owing to improved management, 
and rational, logical, physiological feed- 
ing. 

How to Use Condensed Milk.—For a 
baby three months of age with subacute 
or chronic diarrhea, take one teaspoon 
level full of canned, sweetened condensed 
milk (scrape off the under surface of the 
spoon), put it into a china vessel, add to 
this with a teaspoon twenty-four tea- 
spoonfuls of water which is actually boil- 
ing. One ounce of this should be used 
for each feeding. (The rest to be thrown 
away. Prepare fresh for every feeding. ) 

After cooling to temperature for feed- 
ing, add two teaspoonfuls of lime water 
to one ounce of the mixture, and give this 
quantity (one ounce and two teaspoon- 
fuls) every four hours. 

This should alternate with one ounce 
of hot water and two-teaspoonfuls of lime 
water, every four hours. (Water and 
food alternating every two hours.) 

At the end of twenty-four hours of 
this management the movements become 
less frequent and improve in character. 
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After forty-eight hours, if improvement 
has progressed, the quantity may be in- 
creased to two ounces every four hours, 
with one-half ounce of lime water added. 
Alternate this with two ounces of hot 
water and one-half ounce of lime water. 

After forty-eight hours of this manage- 
ment, if the movements have become nor- 
mal, two ounces of the condensed milk 
mixture, with one-half ounce of lime 
water, is given every two hours, and the 
water discontinued. 

One week later, everything being nor- 
mal, the food is strengthened by making 
it one teaspoonful to sixteen, or two to 
thirty-two, of boiling water. Give three 
ounces of this mixture, with one-half 
ounce of lime water, every three hours. 
This strength is not exceeded—one to 
sixteen—at any period during the con- 
densed milk feeding. 

The effect of this feeding is so miracu- 
lous in infants apparently hopelessly ill 
that it is difficult to induce mothers or 
nurses to discontinue it when the patient 
has recovered. It is quite impossible to 
bring any mother who has experienced 
the effect on a prolonged, seemingly hope- 
less, case of diarrhea to a discontinuance 
of the use of condensed milk. The re- 
sponsibility of the physician is great. The 
condensed milk must be stopped, or that 
which saved the child’s life will later lead 
to scurvy, rickets, and to irremediable 
deformity. 

Discontinuing Condensed Milk.—With 
the advent of propitious weather, if di- 
gestion, movements, and appetite are 
good, condensed milk should be supple- 
mented gradually, surreptitiously. 

Instructions.—Take the top ounce from 
a quart bottle of milk, which has been 
standing upright on ice for sixteen hours 
from the time of milking, or in town six 
hours after it is received in the nursery. 
Keep this one ounce of cream on ice until 
needed. One teaspoonful of this cream 
is added to every second bottle of the con- 
densed milk food, just before feeding. 

After three days of this feeding, if the 
stools are normal, and the appetite good, 
one teaspoonful of cream is added to 
every bottle. One week later, or ten days 
from beginning the addition of cream to 
the bottle, if the appetite and movements 
are good, two teaspoonfuls of cream (top 
ounce from two quart bottles) are added 
to every bottle. 
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After continuing this feeding two weeks 
the condensed milk is gradually lessened, 
the top cream gradually increased. It 
now becomes important to take more from 
the top of each quart bottle of milk, in 
order that there may be a slowly increas- 
ing percentage of proteid in the food. 

Feeding in Subacute and Chronic Diar- 
rhea in the Second Year.—With cereal 
as the only food every case comes under 
control in a surprisingly short period. 

In a bottle-fed child barley (whole bar- 
ley) gruel, four to six ounces every four 
hours—five féedings in the twenty-four 
hours. If spoon-fed, cereals served hot, 
and with butter and salt every four hours 
—five feedings in the twenty-four hours. 
All other food is interdicted. Cold, un- 
boiled water is allowed freely. 

Irrigation.—This is an abused, over- 
wrought treatment. Abdominal disten- 
tion and mortal collapse consequent upon 
high, large, frequently repeated irriga- 
tions are unfortunately often encountered. 

To supplement the action of castor oil 
it is sometimes expedient to irrigate on 
the first day. Repeated irrigations are 
exhausting and seldom advisable. These 
precepts are founded on the rock of ex- 
perience. Administered faithfully, Win- 
ters states that they will bring the frail- 
est, disease-tossed bark safely, securely 
to the harbor of health. 





THE TREATMENT OF ABDOMINAL PAIN. 


DEAVER in the Journal of the American 
Medical Association of May 13, 1905, 
in a long article on this subject, states 
that in considering the treatment of ab- 
dominal pain we must first and foremost 
keep before our minds the true cause of 
the pain. It is idle to dose the patient 
with castor oil or with paregoric, or to 
order a mustard plaster. or an ice-bag, 
until we have discovered that which we 
desire to treat; and when this, which is 
not always easy, has been accomplished, 
we may then prescribe the appropriate 
remedy. The whole matter of the thera- 
peutics of any disease may be tersely 
summed up in the phrase, “Remove the 
cause;”’ and the enthusiastic surgeon 
should not forget that there are other 
means than the scalpel, in very many cases, 
by which the cause may be “safely, 
swiftly, and pleasantly” removed. 
Although it is a subject which has al- 
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ready been alluded to, the author feels it 
can do no harm to devote a short time 
to the discussion of the administration 
of opium in cases of abdominal pain. His 
unabated opposition to this drug as a rem- 
edy in appendicitis and in other inflam- 
matory conditions of the peritoneum is 
so well known that any further elucida- 
tion of his views may seem superfluous. 
He is willing to acknowledge that opium 
relieves the pain—that is one of its chief 
therapeutic actions, and is a result that 
cannot be denied ; but in diseases for which 
it is employed, as in appendicitis, for ex- 
ample, there are other means equally pleas- 
ant and quick, as well as much safer, by 
which the primary pain—known as ap- 
pendiceal colic—may be relieved. If the 
patient is seen early, very soon after the 
onset of the first symptom of appendicitis 
—that is, while still in the stage of ap- 
pendiceal colic—and if there is the history 
of the ingestion of indigestible food, then 
the administration of a brisk cathartic, 
not a drastic purge, with rest in bed, and 
the local application of an ice-bag to the 
abdomen, in a few cases of appendicitis 
will result in abeyance or even complete 
disappearance of the pain. Such a course 
of treatment has the additional recom- 
mendation that it does not paralyze the 
sensory nerves of the patient, with the 
result that if the secondary pain of ap- 
pendicitis—the pain due to peritoneal 
involvement—should occur the gravity 
of. the lesion will be readily recognized, 
and operative treatment, if not already 
undertaken, can then be instituted; this 
will not be the case if the sensibilities of 
the patient are so obtunded by opiates 
that gangrene or perforation of the ap- 
pendix passes unnoticed. 

It is also claimed by the advocates of 
the opium treatment—few though they 
be—that the use of this drug arrests the 
cell changes, and so arrests the progress 
of inflammation. This is a theory which 
is not readily proved or disproved by ex- 
periment; but even if it were true for 
such an organ as the appendix, which the 
author doubts, it would not remove the 
cause of the inflammation, the deadly 
bacteria; it would at most only preserve 
the appendix in its primitive state of in- 
flammation; and as soon as the specific 
action of the opium ceased the bacteria 
would continue their work and systemic 


absorption of their toxins would recom-, 


mence, 
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The author is not, on the other hand, 
one who can claim never under any cir- 
cumstances to have employed morphine 
in cases of appendicitis. He feels that 
when the diagnosis has been made, and 
when preparations for the aseptic removal - 
of the offending organ are already under 
way, then it is inhuman to deny these 
patients, if they still suffer pain (which 
is only exceptionally so severe as to re- 
quire it), the solace derived from a hypo- 
dermic injection of morphine. 

In certain far-advanced cases of malig- 
nant disease of the abdomen, he hails 
opium as the most valuable drug, and con- 
siders its prolonged use for purposes of 
euthanasia perfectly justifiable. 

While we must recognize that removal 
of the cause of the abdominal pain is the 
ideal treatment, the writer thinks it should 
be emphasized, as he has already re- 
marked, that there are other methods open 
to us than cutting the pain out with a 
knife or dulling our patient’s sensibili- 
ties with opiates. In the colic of children 
nothing will remove the cause, whether 
it be green apples or plum pudding, so 
surely as an emetic if the case is seen 
early, or a purge if it is seen late. In the 
case of pain due to foreign bodies which 
have been swallowed, no surgeon should 
be so guilty of malpractice as to admin- 
ister a purge. The Vienna treatment of 
mashed potatoes and other soft foods, so 
ardently advocated by Billroth, is the only 
rational plan to adopt; and emetics and 
purges should be studiously avoided. In 
these, as in certain cases of colic, the use 
of opium may relax the contracted intes- 
tines and permit of copious fecal evacu- 
ations. 

The abdominal pain of spinal caries, 
as we all know, is best treated by placing 
the patient in bed in the supine position 
and employing continuous extension of 
the spine. This is a very efficacious 
method of removing the cause of the 
pain—pressure—when its removal by 
operation is inadvisable; the rationale is 
the same as extension in early hip-joint 
disease. Pain from other forms of 
pressure may be likewise successfully re- 
lieved by position. Who does not know 
of the relief to pelvic and rectal conges- 
tions obtained by a rest in bed; of the 
freedom from nausea and vomiting in 
cases of gastritis or varicose veins in the 
stomach or esophagus, which may be ob- 
tained by the simple expedient of lessening 














the congestion by the position of the pa- 
tient? Rest on the affected side in cases 
of diaphragmatic pleurisy, of pneumonia 
with abdominal pain, even in cases of 
appendicitis, will in great measure relieve 
the pain. After an abdominal operation 
pain in the small of the back is readily 
relieved by arching the lumbar spine over 
a pillow, or by supporting it with the 
nurse’s hand; so simple a remedy is often 
overlooked, and the nurse will ask her 
patient to be drugged out of the pain, 
instead of removing it by change of po- 
sition. 

Support to the abdominal walls is often 
a factor of great moment in relieving 
abdominal pain. A good firm belt, 
though in the author’s opinion of no value 
in preventing the formation of a hernia, 
will often entirely relieve its symptoms. 
In patients with many old peritoneal ad- 
hesions, the most intense intestinal dis- 
comfort is at times produced by discarding 
their abdominal support. A child with 
a comparatively insignificant umbilical 
hernia may be transferred from a miser- 
able dyspeptic to the picture of health by 
the application of a suitable support. 

The regulation of a patient’s diet as 
a means of diminishing intestinal pain of 
various kinds cannot be too prominently 
kept in mind; but even after this has been 
attended to, and after all other palliative 
methods have been tried, there still remain 
cases where the only cure is by operation. 
An operation, moreover, even in chronic 
cases, should not be left too long untried, 
and should not be regarded as the last 
resort not only from the standpoint of 
treatment, but also from the standpoint 
of diagnosis. The author thinks little of 
“last resort’ operations and rarely per- 
forms them. The responsibility for these 
cases should remain where it belongs. The 
reason why a surgeon is called on oftener 
to operate than to assist in making the 
diagnosis is his own fault and the result 
of the fallacious teaching of exploratory 
incision. The natural forerunner of an 
operation should be the diagnosis, and 
until the diagnosis is made, with but few 
exceptions an operation should not be 
done. It should be the aim of a good 
surgeon to be a diagnostician as well as 
an operator, and, being such, his judg- 
ment is of as much moment in deciding 
the question of operation as the nature of 
the operation. There are very few in- 
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stances in which a prompt operation in 
the case of acute peritonitis would not 
cure the disease; and in almost as many 
instances an operation at a still earlier 
stage of the disease would have effectually 
prevented the onset of peritonitis. Es- 
pecially true is this of the various forms 
of intestinal perforation, and the author 
is firmly convinced that where gastric or 
duodenal perforation, or perforation by 
a typhoid ulcer, is unsuspected, immediate 
laparotomy offers the patient a far better 
chance of recovery, even if the diagnosis 
is not absolutely certain, than does hesi- 
tation and procrastination in seeking the 
surgeon’s knife. The* abdomen should 
always be explored if there is reason to 
believe in the existence of hemorrhage; 
not only may the immediate danger to 
life from the loss of blood be great, but 
if the patient survives the hemorrhage the 
probability of fatal peritonitis is great. 
As Richardson well says, the use of intra- 
venous infusion of saline solution may 
render such an operation possible even if 
the patient when first seen is in collapse 
and almost pulseless. In such cases as 
these—either intestinal perforation or in- 


testinal hemorrhage—death without oper- . 


ation is so certain and so immediate, while 
a fatal termination in a laparotomy nega- 
tive in its findings—the Japarotomie 
blanche of the French—is so nearly un- 
heard of, that the proper course to pursue, 
it seems to the writer, is no longer a sub- 
ject for discussion. 





TREATMENT OF NON-MALIGNANT DIS- 
EASES BY THE ROENTGEN RAY. 


Boccs reaches the following conclu- 
sions in an article in the Medical News 
of May 6, 1905: 

1. That it is necessary to distinguish 
between the non-malignant diseases which 
should and those which should not be 
treated by the +-ray. 

2. That while the continual cry of tech- 
nique may become tiresome to some who 
think the subject can be mastered in a few 
days or a couple of months, the method 
of application of the rays and the judg- 
ment of the operator account largely for 
successful or unsuccessful work. 

3. That it is just as essential to admin- 
ister a therapeutic dose when applying 
the Roentgen rays as it is when prescrib- 
ing powerful drugs. 
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4. That idiosyncrasy is not a frequent 
cause of excessive dermatitis. 

5. That a dosage which causes stimu- 
lation of healthy tissues will usually pro- 
duce a slight reaction in diseased tissues. 

6. That; at all times, it should be re- 
membered that it is not so much the +-ray 
that cures as the judgment with which it 
is employed. 

7%. That the #-ray is one of the best 
therapeutic agents known for the treat- 
ment of acne and many other skin dis- 
eases, but it is unnecessary in many in- 
stances to treat the trivial and less obsti- 
nate cases by this method. 

8. That the x-ray, supplemented by 
Finsen light, is the most efficient thera- 
peutic agent for the treatment of lupus. 

9. That the +-ray is the most efficient 
agent for the treatment of certain tuber- 
culous glands, Hodgkin’s disease, and 
selected cases of goitre. 





A CASE OF FORMALIN POISONING. 


We learn from an article in the Jndian 
Medical Gazette for April, 1905, by Bose 
that cases of poisoning by formalin are 
not at all common. Professor Glaister, 
of Glasgow, in his book of Medical Juris- 
prudence, mentions two cases only, in 
which, however, the symptoms did not 
agree. In one of the cases reported by 
Kliiber the symptoms were of a purely 
narcotic character; in the other case, re- 
ported by Zoru, they were of an irritant 
nature. Both these cases were non-fatal. 

A case which occurred in Calcutta in 
April, 1904, showed irritant symptoms 
only, and so far closely resembled the 
second case of Professor Glaister. The 
following is the record of the case: 

History.—W. T., Eurasian male, aged 
about forty-seven years, had been drink- 
ing hard for some weeks. He was hope- 
lessly drunk on the 28th of April; about 
half-past four in the afternoon he swal- 
lowed by mistake about 3 ounces of a 40- 
per-cent solution of formalin which had 
been purchased for some photographic 
operations. Almost immediately after he 
was found by his son, groaning, with his 
right hand over his stomach, and was un- 
able to speak. When he was able to speak 
he complained of a burning sensation in 
the throat and stomach, and pointed to 
the formalin bottle, the contents of which, 
he said, he had swallowed by mistake. 
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He was removed to the Medical College 
Hospital at 5.30 p.m. He did not vomit 
before admission into the hospital. 

Symptoms.—On admission his pulse 
was rapid, 140 per minute; his face was 
flushed ; his pupils were equal, but rather 
contracted. He was perfectly conscious 
and answered questions rationally. 

His stomach was washed out with 
warm water, and the washings were pre- 
served for analysis. 

Shortly after admission he began to 
vomit, and there was continued vomiting 
during the night. The vomited matter 
at first consisted of a thin, sanguineous 
fluid, but later on there was a good deal 
of dark-colored blood and mucus in it. 
The pulse gradually became feebler, and 
early on the following morning it became 
almost imperceptible. The patient grad- 
ually sank, and died at about 10.30 a.m. 
on the following day (about eighteen 
hours after the ingestion of the poison). 
The patient retained perfect conscious- 
ness up to the last moment and developed 
no nervous symptoms. 

Treatment.—He was treated with hypo- 
dermic injections of morphine and after- 
ward of strychnine. 

Post-mortem Signs.—The post-mortem 
examination was held by the police-sur- 
geon of Calcutta on the 30th of April, 
at 7.15 a.m. The mucous membrane of 
the stomach was found intensely con- 
gested; there were erosions and extra- 
vasations of blood in the stomach. The 
stomach contained about half an ounce 
of blood; there was no perforation. 

The small and large intestines were 
congested. The liver was pale-yellow and 
fatty; the lungs and the membranes of 
the brain were congested. The right cav- 
ity of the heart contained a little fluid 
blood and some clots; the left cavity also 
contained some blood. 

Chemical Analysis——The stomach, its 
contents, and some portions of other vis- 
cera, preserved in salt solution, were sent 
to the author for analysis. He could de- 
tect neither formalin nor alcohol in them. 

The stomach-washings, preserved in 
the hospital, were also examined by him. 
They were distilled, and in the distillate 
he detected both alcohol and formalin in 
marked quantity. 

Remarks.—The prominent symptoms 
in this case were the burning sensation in 
the throat and stomach, and the incessant 














vomiting of bloody fluid. These, as well 
as the post-mortem signs, would point to 
formalin being a strong irritant poison. 
The retention of consciousness through- 
out the attack and the absence of all nerv- 
ous symptoms seem to indicate that it 
possesses no narcotic properties, but the 
nature of the symptoms recorded by 
Kliiber is against such a theory. In 
Kliiber’s case the man took several ounces 
of commercial formalin. He grew 
drowsy and passed into a comatose con- 
dition, which continued for several hours. 
His skin was cold and pale, and his res- 
pirations were frequent; there was no 
paralysis. There was a complete absence 
of all irritant symptoms, but the mucous 
membrane of the mouth and soft palate 
were found red and inflamed. The com- 
atose condition was succeeded by one of 
cerebral excitement and confusion. There 
was suppression of urine for several hours. 
Recovery took place within three days. 

In the second case recorded by Zoru 
the patient took 15 cubic centimeters (™% 
ounce) of formalin; he had violent retch- 
ing and vomiting shortly after swallow- 
ing the poison, and complained of a burn- 
ing pain in the mouth and stomach, but 
he never lost consciousness. This case 
also ended in recovery. 

The present case is perhaps the only 
case on record having had a fatal termin- 
ation; it thus afforded an opportunity for 
the study of the action of the poison on 
the internal organs. 

It seems probable that formalin is both 
narcotic and irritant, and that the nature 
of the symptoms varies according to the 
close administered. 





THE PRESENT LIMITATIONS OF SERUM 
THERAPY IN THE TREATMENT OF 
THE INFECTIOUS DISEASES. 


This important subject is considered by 
Berc in the Medical Record of May 6, 
1905. He states that in the case of both 
the antitoxins and antimicrobic sera the 
therapeutic action, both curative and 
prophylactic, is only potential, and not 
positive in any individual case. It is true, 
for instance, in the laboratory experiment, 
that a given fixed quantity of diphtheria 
antitoxin will safely antagonize and neu- 
tralize the effect of a fatal dose of diph- 
theria toxin when both are injected sim- 
ultaneously into an animal, or when the 
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injection of the antitoxin immediately 
follows the injection of the toxin. Yet 
it is apparent that the conditions present 
in the laboratory experiment are not dupli- 
cated in the sick-room. First and fore- 
most is the element of time; the injection 
of the antitoxin does not immediately fol- 
low the infection of the patient. Even 
were the antitoxin injected on the first 
appearance of pseudomembrane in the 
throat, the antitoxic injection would still 
be as many days behind the laboratory 
experiment as is indicated by the dura- 
tion of the incubation period of the infec- 
tion in the given patient. Indeed, when 
this fact is taken into consideration, it is 
marvelous that such magnificent results 
from the antitoxin treatment of diphtheria 
are obtained. For it is essential that the 
antitoxin of the injected serum come in 
contact with the toxin in such a condition 
that it can enter into chemical combina- 
tion with it. In other words, it can only 
bind the toxin which it finds free in the 
blood and tissues, That which has already 
entered into firm combination with the 
body cells, for some of which it has a selec- 
tive action, is no longer amenable to neu- 
tralization by antitoxin. Hence one of the 
important practical limitations to the 
efficiency of the antitoxic sera in therapy 
is the length of time that has elapsed 
since the infection has occurred. The 
Ehrlich side-chain theory enables us to 
comprehend why it is that in spite of con- 
siderable lapse of time the antitoxin sera 
are effective. The toxin molecule becomes 
anchored to the body cell by a certain 
atomic group or side chain which Ehrlich 
terms the haptophore group; but its toxic 
action upon the cell does not take place 
until after some time (the incubation 
period), when it is further attached to the 
body cell by another atomic group, the 
toxophore group. The body cell, on the 
other hand, possesses corresponding side 
chains to unite with those of the toxin 
molecule. These side chains are termed 
the haptophile and toxophile groups. If 
the antitoxin enters the circulation before 
the toxin molecule has become attached to 
the cell by its toxophore group, the 
toxophile group of the antitoxin molecule 
chemically binds the toxophore group of 
the toxin molecule, and thus prevents the 
union with the toxophile group of the cell. 
In this case, and this is the usual condi- 
tion in the curative use of antitoxin sera, 
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a much larger amount of antitoxin is 
needed than would have been required if 
the toxin were free in the circulation and 
no union with the living cell had taken 
place. Our present clinical and bacterio- 
logical knowledge, therefore, enables us 
to lay down certain limitations to the use 
of antitoxic sera in the treatment of dis- 
eases produced by the toxic bacteria be- 
longing to our first group. These are: 

1. That the bacteriological cause of the 
disease must be positively identified and 
known. 

2. That it must be an organism which 
produces a free specific toxin, and virulent 
enough to be effective in the immuniza- 
tion of animals. 

3. That the experimental injection of 
the antitoxic serum in sufficient quantities 
be successful in saving animals from death 
when injected with or immediately after 
a fatal dose of the toxin specific to the 
organism. 

4. The bacterial cause and its toxin 
being both specific, the specificity of the 
action of the antitoxic serum follows as 
a natural sequence and must be recog- 
nized. 

5. The combination between toxin and 
antitoxin being a chemical one, there must 
be an absolute quantitative relation be- 
tween the amount of toxin injected and 
the quantity of antitoxin required to neu- 
tralize it. 

6. That the antitoxin, when used for 
curative purposes, must be injected before 
the union of the toxin with animal cells 
has become sufficiently firm to cause 
pathological and destructive changes in 
the body cells, tissues, and organs, for the 
antitoxin only antagonizes and neutralizes 
free or partly free toxin. The time ele- 
ment is therefore of importance in anti- 
toxic serum therapy. It must be remem- 
bered, however, that even where patholog- 
ical changes have already occurred, the 
neutralization by antitoxin of subsequent 
toxin that may be developed prevents 
further pathological changes and enables 
the system to cure those that have already 
occurred. The process is further aided in 
diphtheria by the use of local therapy to 
the site of the bacterial growth for the 
destruction of it and its pseudomem- 
branous deposit. 

It is on account of this last limitation 
that tetanus antitoxic serum therapy is so 
much less efficacious than the antitoxic 
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serum therapy of diphtheria. In the latter 
disease the local throat lesion, with its 
clinical symptoms, appears somewhat be- 
fore or early in the toxemia, so that the 
antitoxin is enabled to successfully an- 
tagonize the free toxin in the blood and 
tissues. In tetanus, on the other hand, 
the infection occurs, but gives rise to no 
clinical symptoms until the toxin has en- 
tered into a close combination with the 
nerve cells of the brain and spinal cord, 
for which this toxin has a selective affin- 
ity. Then only are clinical symptoms man- 
ifested, and this is too late for the tetanus 
antitoxin to have any effect. Experiment- 
ally it has been shown that a very short 
time (a few seconds) after tetanus toxin 
has been injected into the blood of ani- 
mals it rapidly disappears from the circu- 
lation and becomes fixed in the central 
nervous system. This seems to be the 
key-note of the non-success of antitoxin 
serum therapy in the treatment of tetanus. 





THE TREATMENT OF THE SURGICAL 
COMPLICATIONS OF PNEUMONIA. 
G1BzBon has contributed to the Proceed- 

ings of the Philadelphia County Medical 

Society the following views on this mat- 

ter. He believes that the choice of an 

anesthetic is_of very great importance. 

Personally the author believes that the 

safest anesthetic in such cases is ethyl 

chloride, which it is his custom now to 
use alone or as a precursor of ether in all 
instances. It is as safe or safer than ether 
and is devoid of many of the dangers 
which accompany the latter agent, espe- 
cially the congestion of the air-passages. 

In Great Britain this agent is being very 

extensively used, especially for short 

operations, and at the Pennsylvania Hos- 
pital, where most of his operating is done, 
it is used in a large majority of the cases. 

In operating for empyema it is very 
necessary that the operation should be 
quickly done, since prolonged anesthesia 
is accountable, it is believed, for much of 
the mortality after this operation. Ex- 
cepting in case of an encysted empyema it 
is well to drain the pleural cavity low 

down; and therefore an excision of a 

portion of the ninth rib is usually made. 

If an encysted empyema is present the re- 

section should be done immediately over 

the point at which the exploring needle 
has demonstrated the pus to exist. The rib 
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resection should be a subperiosteal one. It 
is very easy with a thin periosteal elevator 
to separate the periosteum of the rib 
throughout its entire circumference, and 
after this is done a portion of the rib is 
easily excised without injury to the pleura 
or to the intercostal vessels which have 
been pushed away with the periosteum. 
After a section of the rib has been removed 
in this manner the opening of the pleura 
can be done very deliberately. Occasion- 
ally the pus is not encountered at once, 
and in such a case it is advisable to pass 
the finger into the pleural cavity, and in 
all likelihood adhesions will be encoun- 
tered which, when broken down, will re- 
sult in the evacuation of a large quantity 
of pus. If the patient is in a bad condi- 
tion at the time of operation it is not wise 
to allow the pus to escape too rapidly, and 
the author never makes the attempt to re- 
move all the pus at the time of operation, 
but allows it to escape gradually through 
the tubes. Two drainage-tubes should al- 
ways be inserted, and in an adult they 
should be as large as the finger. Small 
tubes are apt to become occluded, and it is 
impossible for masses of lymph, which are 
frequently present, to escape through 
them. There can be no objection to the 
use of large tubes, and when they are 
employed drainage is much more complete 
and recovery much more prompt. These 
tubes should always be sewn to the edges 
of the wound. Occasionally before insert- 
ing the tubes it is wise to remove large 
masses of lymph, which may be present in 
the pleural cavity. This saves time, as 
the liquefying of such masses and their 
discharge through the tube is a matter of 
some days or weeks. The removal of such 
masses of lymph also will often aid the 
prompt expansion of the lung. No wash- 
ing out of the pleural cavity is necessary. 
When this operation is performed 
promptly after the detection of the pus, 
the recovery takes place easily and is usu- 
ally complete in a few weeks. If the op- 
eration is deferred drainage has to be kept 
up for many weeks or possibly months, 
and in not a few cases second operations 
have to be performed because of the non- 
expansion of the lung. The key-note, 
then, of success in the treatment of 
empyema is thorough drainage as soon as 
the condition has been recognized. 

Lung Abscess.—Abscess of the lung, 
although not so frequent a complication 
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of pneumonia as empyema, is neverthe- 
less not infrequently met with. The most 
frequent causes of lung abscess are foreign 
bodies, tuberculosis, and pneumonia. The 
condition may be either single or mul- 
tiple; pneumonic abscesses are usually 
single, tuberculous abscesses are often 
multiple. A certain sign of lung abscess 
is pus in the sputum. The symptoms are 
sometimes insidious, the condition not 
being suspected until a quantity of pus 
has been evacuated through a bronchus. 
The exact localization of an abscess is not 
an easy matter, and the exploring needle, 
which is so valuable a diagnostic measure 
in empyema, is not to be used with the 
same impunity when an abscess is sus- 
pected, as the danger of infecting a 
healthy pleura is much greater. For- 
tunately, however, adhesion between the 
lung and parietal pleura over the abscess 
is practically always present. The x-rays 
have added somewhat to our ability to 
localize a lung abscess. 

Before attempting to evacuate an 
abscess of the lung the surgeon should 
first resect one or two ribs over the area 
in which the abscess is indicated, and then 
introduce an exploring needle or trocar. 
If pus is encountered the abscess should 
be then evacuated by a free opening made 
with a knife or hemostatic forceps. The 
Paquelin cautery for such purpose does 
not seem to be used so frequently now as 
formerly, as it has been shown that the 
danger of hemorrhage is not so great in 
these cases as it was once thought to be. 
Great stress has recently been laid upon 
the value of palpation in the localization 
of a lung abscess, and it is certainly, ex- 
cepting for the exploring needle, the most 
reliable diagnostic means. If the surgeon 
finds that there are no adhesions between 
the lung and the chest wall and he has lo- 
cated an abscess by palpation, two pro- 
cedures are open: first, immediate drain- 
age through the pleura, and secondly, al- 
lowing the lung to become adherent at 
the point at which the ribs have been re- 
sected, with subsequent drainage at this 
point. Many surgeons now are draining 
abscesses of the lung through the pleural 
cavity without waiting for adhesions to 
form. Unless the patient were in a very 
bad condition and in great need of im- 
mediate drainage, it would seem better to 
wait twenty-four or forty-eight hours 
for adhesions to form and then evacuate 











































faa 


3] 


rae 























540 


the pus. Such adhesions may be pro- 
duced by suturing the lung to the chest 
wall or by gauze packing. 

The surgical treatment of abscess of 
the lung due to pneumonia is more suc- 
cessful than that of any other variety of 
lung abscess. 


THE DIET IN TYPHOID FEVER. 


This well worn but always important 
question is discussed in American Medt- 
cine of May 6, 1905, by NicuHots in an 
able paper. From the reports presenting 
definite figures the author has been able to 
collect in all. 1000 cases of typhoid fever, 
in which the patients were treated on the 
enlarged diet plan, with 77 deaths, a mor- 
tality of 7.7. per cent. 

Among all the reports that he has 
found, not one observer who has given 
the liberal diet a candid and sincere trial 
condemns it. All agree that the evil re- 
sults generally feared were not produced. 
Tympanites, diarrhea, hemorrhage, per- 
foration, and relapse did not seem to be 
increased in frequency, if indeed they were 
not decreased. The general average mor- 
tality of 7.7 per cent which he has found 
certainly does not support the prevailing 
notions as to the dangers of mixed feed- 
ing. The liberal diet to be justified, how- 
ever, must have not only the mere nega- 
tive quality of safety, but must present 
positive advantages and superiority of 
efficiency and results over the present sys- 
tem. Those who have given generous 
feeding in typhoid fever a trial are quite 
unanimous and emphatic in the expression 
of their convictions that the method is far 
superior in its results to the present re- 
stricted diet. The special advantages that 
have been observed or may be expected 
are the following: 

The comfort and contentment of the pa- 
tients are far greater under generous feed- 
ing than under the customary diet. The 
writers are unanimous in their emphatic 
and gratified expressions on this point. 
The patients suffer much less from hun- 
ger, and, especially, the distressing hunger 
ordinarily present in the early convales- 
cent period, while not entirely abolished, 
is greatly diminished, and the temptation 
to indulge surreptitiously in forbidden 
food is much lessened. 

With a large diet list to choose from, 
the special likings of the patient can be 
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met and greater variety introduced into 
the feeding. In case of indigestion and 
intolerance of food, with a large list to 
select from, there is a greater chance of 
being able to find some food that is satis- 
factorily borne by the stomach, while the 
physician who uses only milk and soup is 
at a loss what to do when these disagree. 

The adequate diet should, so far as is 
possible in this disease, eliminate the 
effects of starvation; and it is probable 
that it is not even yet entirely known what 
symptoms are due to insufficient nutrition 
and what to the disease proper. For in- 
stance, there is some ground for believing 
that the subnormal temperature charac- 
teristic of the beginning of the apyretic 
period is a starvation symptom, due to the 
fact that at that time the organism having 
regained the power of anabolism greedily 
stores up food material in its tissue, and 
if the food supply is inadequate does not 
liberate enough food energy to maintain 
body temperature. While exact compara- 
tive observations are yet needed to settle 
this point, it is probable that in the well- 
fed typhoid patient the post-febrile depres- 
sion of temperature will be found less in 
range and duration than in the ill-fed pa- 
tient, an indication of a better nutritive 
condition. 

The patient’s strength, nutrition, and 
general condition seem to be better main- 
tained on the liberal diet; but if there is 
any increase in the patient’s powers of re- 
acting against the disease, a shortening of 
the period of pyrexia might be expected. 
So far as can be judged from general im- 
pressions, in the absence as yet of sufficient 
exact comparative statistics, it is probable 
that liberal feeding may be shown to be 
capable of slightly shortening the course 
of the fever. There is general and posi- 
tive agreement among the writers that the 
duration of convalescence is materially 
shortened in the well-fed patients. This 
is to be expected, since the less the patient 
is allowed to lose the less he has to re- 
gain; and the customary delay of seven 
to ten days after the fever subsides, be- 
fore the resumption of feeding, is done 
away with. Writers on the subject make 
little mention of the effect of free diet on 
the nervous complications and profound 
toxemic conditions sometimes occurring in 
typhoid cases. In cases presenting these 
complications it is often difficult to admin- 
ister food even in small quantities, and it 














is probable that these bad conditions are 
made much worse by the aggravated in- 
nutrition thereby enforced. It is these 
cases in which it is practically impossible 
to feed at all that swell the mortality rates 
in typhoid fever. 

The better maintenance of strength and 
nutrition through ample feeding should be 
manifested in the long run by a lowering 
of the death-rate, since in cases in which 
the issue is delicately balanced the bettered 
nutritive condition may turn the scale in 
favor of recovery. The statistics of 
Shattuck and Bushuyev, so far as they 
go, show a difference in mortality of from 
1.5 to 4 per cent in favor of the liberal 
diet. If generous feeding can effect a 
lowering of anywhere near 2 per cent in 
the general mortality of typhoid fever, the 
aggregate results attainable would be of 
the highest order. 





TREATMENT OF RHEUMATISM AND 
OTHER AFFECTIONS OF THE JOINTS. 
GRANDY in discussing this subject in 

the Journal of the American Medical As- 
sociation of May 6, 1905, says that in the 
treatment of acute articular rheumatism, 
which is an acute febrile disease, rest in 
bed and a skimmed milk diet, with local 
applications of heat or cold to the affected 
joints, is required. The salicylates are in- 
dicated here in large doses, though Osler 
says they are no longer to be considered 
as specific in this disease. It may be neces- 
sary to give morphine or the coal-tar 
products to quiet the pain. 

Arthritis Deformans.——Here an en- 
tirely different line of treatment must be 
followed. Rest in bed is seldom necessary, 
though the joints should not be overexer- 
cised during the more acute stage of the 
disease. The diet should be as liberal as 
can be digested, and a strict antiuric-acid 
diet does great harm. Tonic treatment 
should be instituted, the syrup of the 
iodide of iron being especially useful. 
Dry hot air and galvanism should be used 
on the affected joints, and later on mas- 
sage and passive movements. If ankylosis 
has occurred, good results cannot be ex- 
pected, but in earlier cases the treatment 
just laid down will give good chances of 
success if it is persisted in. 

Gout.—The acute attacks call for rest 
in bed, free movements of the bowels, a 
mild diet, large quantities of water, 
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colchicum, and possibly morphine, when 
the pain cannot be endured. Hot lead and 
opium wash locally is often very sooth- 
ing. The salicylates are generally said to 
be contraindicated. In the more chronic 
form or between the attacks insist on a 
light general diet, regulated to suit the 
digestion of the patient, iodide of potash, 
and plenty of water. Also see that the 
skin, kidneys, and bowels are doing their 
work, and that the patient is taking regu- 
lar, moderate exercise. 

Tubercular, Gonorrheal, «nd Septic 
Arthritis —These cases all call for abso- 
lute rest, even immobilization of the joint 
and an alleviation of the pain. The 
causative trouble (the gonorrhea or the 
local infection) must be treated. Surgical 
interference nevertheless is often required, 
and the advice of a competent surgeon 
should be sought early. There are no 
specific remedies for these troubles, and 
the most to be expected from drugs is the 
alleviation of pain, but local applications 
of heat or cold are commonly more useful 
than any drug. 

Non-articular Affections—Though we 
are really only considering joint affec- 
tions, the author wisely adds a word or 
two on the treatment of those forms of 
neuritis which we commonly term mus- 
cular rheumatism. The acute form calls 
for rest and relaxation of the affected 
nerves and muscles, together with an alle- 
viation of pain. This is obtained by rest 
in bed, with heat, gentle massage, gal- 
vanism or acupuncture, if there is spas- 
modic contracture of the muscles, while 
the pain may be controlled by the salicy- 
lates or by the coal-tar products. In the 
more chronic or recurrent cases the cause 
of the trouble must be searched for. If 
it is due to a toxemia of any kind, the 
cause of the toxemia must be removed and 
the irritating substances must be elimin- 
ated by promoting a freer action of the 
skin, bowels, and kidneys. If it is due to 
an anemia, that must be remedied, and as 
one attack makes the nerves more sensi- 
tive, such a patient should be made to 
wear warm clothing. Do not diet the 
patient unless the trouble seems to be due 
to an intestinal or gouty toxemia. 

Finally, do not put every patient who 
has pain in or around the joints on the 
salicylates, or on “a lithemic diet,” but 
look for the true cause of the trouble, for 
there are different affections of the joints 
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as well as different affections of the diges- 
tion. The results of this treatment have 
been notoriously poor, as was to be ex- 
pected when we consider what a small per- 
centage of the cases it really suited. Let 
us, therefore, sift out our cases and try to 
treat them rationally, and so remove one 
of the so-called reproaches of modern 
medicine. 





THE TREATMENT OF MENORRHAGIA 
AND HEMOPTYSIS BY INHALATION 
OF NITRITE OF AMYL. 


In the Scottish Medical and Surgical 
Journal for May, 1905, CoLMAN states 
that in his study of this subject Dr. 
Francis Hare, of Brisbane, did not feel 
justified in deliberately trying the effect of 
nitrite of amyl on the menstrual flow, but 
that accidentally, in the course of treating 
a case of angina pectoris, he found that 
inhalation of nitrite of amyl checked men- 
struation completely in this patient on sev- 
eral occasions. 

This point attracted the attention of the 
writer, as at that time he had a patient 
suffering from severe menorrhagia, which 
he had found very difficult to relieve. It 
seemed to him that a drug which stopped 
normal menstruation would probably 
check the excess at least in his patient’s 
case. 

From the details of the case and the re- 
sults of the experiment given by the au- 
thor in his paper, it would seem sufficient 
to state that the drug was most successful. 
By means of it the loss of blood was kept 
well within normal limits after other 
methods had failed, and the patient’s gen- 
eral condition very much improved. 

Amy! nitrite must be looked upon as a 
distinct help in the treatment of inaccessi- 
ble hemorrhage. Its utility in hemoptysis 
has been proved by Hare in a sufficient 
number of cases to warrant a much more 
extended use than would appear to be the 
case at present. In menorrhagia, in the 
one case now reported, the successful use 
was undoubted, and further trial in similar 
cases will, in the author’s opinion, meet 
the same success. 

There can be little doubt that the sud- 
den lowering of the blood-pressure is the 
main factor in the checking of hemorrhage 
by inhalation of nitrite of amyl. 

This sudden lowering of. blood-pressure 
allows clotting to take place in the bleed- 
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ing area, be it ulcerated lung surface or 


engorged endometrium. The blood-pres- 
sure rises again, but gradually, and so the 
clots formed are not displaced. In short, 
the action of nitrite of amyl is a very close 
imitation of nature’s method of checking 
very severe hemorrhage—viz., syncope, 
clotting in the ruptured vessels, gradual 
rise of blood-pressure, and return of con- 
sciousness, the rise of pressure being not 
rapid enough to expel the clots. 

Lastly the inhalation of nitrite of amyl 
seems to have no bad effects on patients, 
the headache usually complained of being 
very transient. 








ACTION OF COPPER ON ORGANISMS IN 
WATER. 


In the Americen Journal of the Medical 
Sciences for May, 1905, there are three 
original articles upon the action of copper 
as a germicide in pollutable waters. The 
first of these, by PENNINGTON, reaches 
the following conclusions : 

1. Copper electrodes carrying a small 
current are actively germicidal for B. 
typhosus and B. coli communis. 

2. B. typhosus is the more easily af- 
fected. 

3. That it is the copper which plays the 
important rdle is shown by substituting 
for it platinum electrodes. 

The second article, by GILDERSLEEVE, 
concludes as follows: 

1. Dilute solutions of copper salts have 
a marked destructive action on many bac- 
teria. Of these salts the sulphate is most 
active. This is probably due to the fact 
that it undergoes electrolytic dissociation 
more readily than the others. 

2. The amount of sulphate to be used 
in the water should be from one part in 
250,000 to one part in 100,000, depend- 
ing on the character of the water. 

3. Colloidal copper will quickly destroy 
certain bacteria; should copper vessels or 
plates be used to destroy bacteria in water 
they must be kept highly polished, or the 
bactericidal properties will be greatly re- 
duced. 

From the writer’s experience there is no 
evidence to show that copper, ingested in 
small quantities for long periods, has a 
detrimental action on the health of an in- 
dividual. 

The third contribution, by STEWART, 














presents the following statements as to his 
conception of this important matter : 

1. There is a natural tendency for 
typhoid bacilli to die when the water con- 
taining them is allowed to stand for a 
long period. There may be a temporary 
increase in the number, but this is followed 
in several hours or days by a decrease and 
a final disappearance. 

2. Trials were made as to the period of 
total disappearance of typhoid organisms 
which had been placed in sterile Schuylkill 
water and in that taken directly from the 
tap, and from the river surface contain- 
ing large numbers of water organisms. 
These waters were placed in vessels of 
glass, porcelain, tin, and copper, and their 
contents, kept at room temperature, were 
plated every fifteen minutes for periods 
ranging from three to six hours. All the 
experiments were repeated many times. 

3. Sterile drinking-water in clean cop- 
per vessels inoculated with typhoid bacilli 
invariably showed that the bacilli had all 
perished in one hour. Water similarly 
treated in tin vessels invariably showed 
living organisms at the end of twenty-four 
hours. Water similarly treated in glass 
vessels exposed to light showed varying 
results, but in no instance had the typhoid 
organisms all perished in three hours. 
Water similarly treated in aluminum ves- 
sels showed a disappearance of the typhoid 
organisms in three hours. 

4. Raw tap-water in glass: vessels 
showed an increase in the number of or- 
ganisms in three hours; occasionally there 
was a slight diminution in their number. 
Raw tap-water in copper vessels in one 
experiment showed a diminution from 
384,000 germs per cubic centimeter to 
18,000 per cubic centimeter in three hours. 
Usually the diminution was not so great. 
Raw tap-water containing large numbers 
of river organisms and considerable vege- 
table matter, when inoculated with mil- 
lions of typhoid organisms and placed in 
a copper vessel, showed that the typhoid 
organisms were killed off in one and three- 
fourths to two and one-half hours. 

5. Water containing colloidal copper 
has a more rapid tonic action upon typhoid 
organisms than upon river-water organ- 
isms, 

6. The quantity of colloidal copper 
given off from a one-liter copper vessel in 
three hours was one part to four million. 
This amount killed off the added typhoid 
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organisms in from one and three-fourths 
to two and one-half hours, and chemical 
experience has shown that this amount of 
colloidal copper is harmless when taken 
into the human system. 

7. In epidemics of typhoid fever water 
could be purified of typhoid organisms by 
allowing it to stand in a copper vessel for 
three hours. 





THE X-RAY. TREATMENT OF MALIG- 
NANT GROWTHS. 

In the Journal of the American Medical 
Association of May 6, 1905, WILLIAMS 
tells us that for superficial growths the ray 
is indicated because it is so uniformly suc- 
cessful, its application is painless, there is 
less scar and deformity, and the growth 
is less apt to recur than with any other 
form of treatment. 

For deep growths, until we can show 
more uniformly good results, radical sur- 
gical procedures should be recommended. 
We must give the patient the benefit of the 
probabilities and not possibilities. It is, 
however, but rational that the surgical 
procedure should be followed by sufficient 
4“-ray exposure to destroy malignant cells 
several inches from the surface. This is 
possible, as has been shown, and the pa- 
tient should have every possible chance to 
have the malignant cells completely eradi- 
cated or destroyed. 

Inoperable cases should be treated with 
the ray because remarkable results have 
been obtained, and the most distressing 
symptom, pain, may at least be relieved. 
It is by means of these cases that we must 
demonstrate the value of the x-ray and 
so extend its usefulness. 

In conclusion, the author reiterates that 
we have in the x-ray an agent that has a 
specific and destructive effect on malignant 
tumors by taking away the life of their 
cells, and that its application in treatment 
is limited only by the ability to reach the 
growths with the proper amount of energy 
and safety to the patient. 

This mysterious form of radiant energy 
is still in its infancy, yet what it has al- 
ready accomplished makes us hope and 
expect that by careful study and conserva- 
tive practice we can bring it more and 
more to our aid, especially in destroying 
the malignant tumors, which are merci- 
lessly attacking their victims with in- 
creasing and alarming frequency. 
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THE PROTECTION OF THE ROENTGEN 
RAY OPERATOR. 

LEONARD gives the following advice in 
the Journal of the American Medical As- 
sociation of May 6, 1905: If the fluoro- 
scope is used the operator should never 
place his own hand on it for the purpose 
of estimating the quality and intensity of 
the light ; there are more accurate methods 
and instruments of precision for making 
these measurements without risk to the 
operator. In every instance the screen of 
the fluoroscope should be covered with a 
sheet of one-fourth inch plate glass; this 
does not afford absolute protection, how- 
ever, as some rays will penetrate it. 

The operator should stand behind a 
thick lead screen, made of sheet lead with 
an opening corresponding to the plate 
glass in the fluoroscope. A fluoroscopic 
examination under other conditions is 
dangerous to the operator if frequently 
repeated. The patient’s body affords 
some protection, but the observer is cer- 
tain to enter the irradiated field if great 
precaution is not used. 

Although it is highly probable that the 
serious results produced in operators’ 
hands.are due to the action of the Roent- 
gen rays, there are probably other con- 
tributing causes. Among these the re- 
peated introduction of the hands into the 
high induction fields surrounding the coil 
must be considered. Any contributing 
factor, if it is an agency whose action is 
unknown, should be avoided as far as pos- 
sible. It is safer, therefore, to place the 
induction coil in an adjoining room, lead- 
ing in the secondary wires through porce- 
lain tubes, and having the controlling ap- 
paratus in the operating-room. This is 
especially necessary in large hospital 
laboratories where more than one coil is 
in use, and where many patients are being 
treated. 

Since the author has employed these 
methods of protection he has noted 
marked improvement in, and practically a 
cure of, a severe dermatitis that had been 
so intense as to cause loss of sleep from 
the pain. 

If Roentgen operators would avoid 
serious injury, such as has proved fatal 
in one case, and has caused two experi- 
enced operators to lose their hands, they 
must observe the utmost caution in sub- 
jecting themselves to radiations from a 
Roentgen tube. An operator should 
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never place his hand in the irradiated 
field, and should never employ it on the 
fluoroscope to test the light. He should 
always employ an opaque shield surround- 
ing the tube, and should keep his hands 
out of high potential induction fields. 

The author has been variously and 
often erroneously quoted in reference to 
the treatment of Roentgen ray burns. The 
following is the treatment which he em- 
ploys, and which he has found the most 
efficient in treating his own dermatitis: 

The hands should be washed and soaked 
in water as hot as can be borne. It will 
be found that they gradually accustom 
themselves to very high temperatures, and 
that the temperature of the water can be 
gradually increased. The hands should be 
scrubbed with a sterilized brush, using 
Eichhoff’s superfatted resorcin soap. This 
will be found very soothing. After 
thorough washing the hands should be 
well rubbed in ointment of lanolin con- 
taining one-half ounce of boracic acid 
and one drachm of resorcin to the ounce. 
This should be done both morning and 
night, and the hands should always be 
washed in hot water with the superfatted 
soap. Simple superfatted soap or soap 
and lanolin can be used if the resorcin is 
too severe, with the substitution of ben- 
zoic acid in the ointment. 

The thickened epidermis and horny 
growths, with the indurated edges of the 
indolent ulcers, can be softened by cover- 
ing them with ointment under oiled silk. 
The softened epidermis then should be 
gently removed. The ointment should be 
renewed after each washing. Small heal- 
ing ulcers that have become healthy can 
be covered with surgeon’s isinglass plas- 
ter, after the hands have been washed and 
anointed; these ulcers often take from 


‘four to six months to heal and may cause 


intense pain. 

In treating the acute erythema resulting 
from Roentgen ray treatment, the author 
has employed the stearate of zinc compo- 
sition with 10-per-cent ichthyol. It is very 
efficient, subdues the inflammation and 
itching, and helps to produce the tanning 
which is so essential before deep treatment 
can be efficiently employed. The powder 
should not be confused with the stearate 
of zinc ointment, as any ointment will 
soften the skin and render it more liable 
to break down and to slough. The sub- 
stitution of the ointment for the stearate 











powder resulted, in one case, in the forma- 
tion of a large ulcer. The entire epider- 
mis adhered to the ointment and came 
away with it. ‘ 

Where an open ulcer has formed, strict 
antisepsis should be maintained, and irri- 
tants should be carefully avoided. Sterile 
water is an irritant, while normal salt 
solution and boric solution are not. After 
cleansing the resorcin ointment should be 
applied to relieve the pain and to promote 
healing. The employment of the stearate 
of zinc composition powder with 10-per- 
cent ichthyol seems to act as a prophylac- 
tic and prevents the production of serious 
burns during severe Roentgen ray treat- 
ment. 





THE CURABILITY OF EARLY PARESIS. 


In the Journal of the American Medical 
Association of May 6, 1905, DANa states 
that it seems to him that if the cases are 
recognized early there is no need of any 
very novel methods of treatment. He be- 
lieves that the patients should at once be 
turned entirely from their former modes 
of life; that they should be sent where 
they can get rest and fresh air; that they 
should receive, if possible, hypodermics of 
the bichloride or salicylate of mercury, 
and that this should be accompanied or 
followed with iodide of potassium and 
tonic measures: He attaches special im- 
portance to the effect of hypodermic 
medication, though all his patients did not 
receive it. It is not always necessary to 
give large doses—i.e., gr. 44 twice a week 
is sometimes enough, but this may need 
to be kept up for two or three months. 
In other cases gr. ij or even gr. iij once 
or twice a week is required. The tech- 
nique requires care. During the course 
of treatment there should be a very liberal 
use of lukewarm water and hot bathing 
{a warm bath every day and a hot bath 
once or more weekly), and every possible 
attention should be given to the general 
nutrition of the patient. 

With these measures it is believed that 
a good proportion of persons who are 
threatened with paresis can be perma- 
nently helped, and it is hoped that the 
medical profession will become trained to 
recognize these cases so quickly that be- 
fore many years we may get the same 
gratifying results in paresis that we do in 
tabes. 


REPORTS ON THERAPEUTIC PROGRESS. 


LUMBAR PUNCTURE. 


The recent appearance of epidemic 
cerebrospinal meningitis in various parts 
of the country has attracted renewed at- 
tention to the operation of lumbar punc- 
ture. The general use of this procedure 
for diagnostic purposes in various dis- 
eases of the nervous system, other than 
meningitis, has also led to its frequent 
use. With the advent of such a method 
of obtaining information or as a means 
of therapeutics, the question naturally 
arises again as to the harmlessness of the 
procedure. The general opinion is cer- 
tainly gaining ground that, properly per- 
formed under aseptic precautions, the op- 
eration is trivial and should give rise to 
no symptoms of importance. On the 
other hand, an occasional fatal outcome, 
observed particularly in conditions of in- 
tracranial pressure originating in the pos- 
terior fossa of the skull, has led in certain 
minds to a skepticism regarding the gen- 
eral use of the method. 

In connection with a paper recently 
read before the Berlin Society for 
Psychiatry and Neurology on the Chem- 
ical Investigation of the Spinal Fluid, an 
interesting discussion was aroused on the 
subject of lumbar puncture’ which 
brought out considerable diversity of 
opinion. Oppenheim, referring to some 
observations of Nissl, pointed out the 
necessity of determining the character of 
the symptoms excited by the puncture, 
which he thought were often well marked. 
Remak in general agreed with Oppen- 
heim, and had reached the conclusion 
that lumbar puncture as a diagnostic mea- 
sure had been somewhat overdone. 
Ziehen, on the other hand, considered 
that a careful lumbar puncture was a 
practically safe procedure, but he ad- 
mitted the desirability of informing the 
friends of a patient that such an opera- 
tion was to be undertaken and that a 
slight amount of danger was associated 
with it. He also urged that but five or 
ten cubic centimeters of fluid should be 
withdrawn. Siemerling and Alzheimer 
have also drawn attention to the compli- 
cations which may result, and Furstner 
has warned against the use of lumbar 
puncture by physicians, considering it a 
surgical measure. Mendel has expressed 
himself in a similar way. Finally Ger- 
hardt, in introducing the subject for dis- 
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cussion at a meeting held last year, urged 
that lumbar puncture should not be prac- 
ticed in any case in which brain tumor 
was suspected. He had been able to col- 
lect twenty-six deaths from the literature, 
to which, no doubt, many unreported 
cases might be added. 

It is certainly timely to call attention 
to the opinions of such men as we have 
briefly quoted above regarding a pro- 
cedure which is apparently coming to be 
used as a somewhat routine measure. 
That its positive danger is small if the 
puncture be properly performed is not to 
be questioned. On the other hand, the 
evidence is sufficient to show that the op- 
eration should not be entrusted to wholly 
inexperienced hands, and that precautions 
should be taken in every detail if unto- 
ward symptoms are to be wholly avoided. 
—Boston Medical and Surgical Journal, 
April 27, 1905. 





THE TREATMENT OF PLACENTA 
PREVIA. 


In the Journal of Southern Medicine 
and Surgery for April, 1905, De LEE 
gives the following advice as to the 
proper mode of treatment in this condi- 
tion: Let us say the labor has begun. 
If the hemorrhage is very slight one may 
wait. One may not go away and wait! 
One must stay at the very bedside and 
carefully note the flow of blood. In the 
meantime all preparations are perfected 
for eventual operation and for combating 
all possible complications. If the patient 
loses more than two ounces of blood in 
two hours, the bag of waters is to be 
punctured. 

If the placenta occupies only the side 
of the cervix, this little maneuver alone 
may suffice, the placenta now being per- 
mitted to lie flat on the cervical wall, and 
to retract with it. Further separation of 
the placenta is prevented by the head 
pressing it against the uterine wall. The 
head acts as a tampon, and dilatation pro- 
ceeds safely. The writer’s method usu- 
ally is to rupture the membranes at once, 
because the hemorrhage, even from a 
marginal insertion of the placenta, may 
be so severe that it jeopardizes the 
woman’s life, or will cost her so much 
blood that in the subsequent manipula- 
tions, which may be attended with free 
bleeding, we find the patient already 
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exsanguinated and unable to bear the 
drain. The woman’s reserve stock of 
blood has been extravagantly expended. 
Here the author sounds the key-note to 
the successful treatment of these cases. 
Save blood! If, on the advent of labor, 
or the arrival of the accoucheur, the 
hemorrhage is profuse or even moderate, 
radical and definitive measures to stop the 
flow must be instituted. 

(a) If the cervix is completely dilated 
the child should be delivered at once— 
by forceps if the head is engaged, by ver- 
sion and extraction if the head is not en- 
gaged. This condition must be insisted 
on—the cervix must be fully dilated. 

(b) If the cervix does not permit easy 
and safe extraction, the accoucheur has 
the choice of two methods: first, Braxton 
Hicks’s version, and secondly, the use of 
the colpeurynter. 

The first method was perfected by 
Braxton Hicks, though Wright in 
America described the maneuver several 
years before. The hand is inserted in the 
vagina, two fingers enter the cavity of the 
uterus, either through the membranes at 
the edge of the placenta or through the 
placenta itself, and aided by pressure from 
the abdomen the foot is grasped and led 
down into the vagina. The outside hand 
pushes up the head, while gentle traction 
is made on the foot till the breech of the 
baby is engaged in the lower uterine seg- 
ment and cervix and so tampons the 
placenta tightly against its side. The 
baby acts as a plug, stopping the hemor- 


rhage and inducing labor pains. Now 
the case is left to nature. Under no cir- 
cumstances extract. The uterus itself 


must force out the child. Neglect of this 
advice has cost many women their lives, 
and the object of the attempt to rapidly 
deliver, namely, to save the child, has al- 
most always been defeated by the attempt 
itself. You may lose a few more babies 
by waiting, but you will save more 
mothers. 

This very high infant mortality it was 
that induced obstetricians to cast about 
for a method that would still save the 
mothers and yet give the babies more 
chance, and it was found by Maeurer and 
Diihrssen in the Carl Brown colpeurynter. 
This balloon-shaped rubber bag, intro- 
duced inside the uterus on the placenta, 
is inflated with water, and then traction 
made on the tube. This traction brings 




















the distended bag down on the placenta, 
pressing it against the uterus, and acts 
similarly to the breech in the Braxton 
Hicks treatment. The bag stops the 
hemorrhage, evokes uterine action, and 
mechanically dilates the cervix. It is a 
precious addition to our armamentarium. 
After the bag is expelled by the uterine 
action the hand may be introduced, ver- 
sion performed, and followed by im- 
mediate traction, providing the cervix has 
been sufficiently prepared. 

Which method you will select will de- 
pend on your experience and on the 
gravity of the case. If the woman has 
lost a great deal of blood you are bound 
to prevent further loss, and the quickest 
and most definitive method to meet the 
emergency is Braxton Hicks’s version. 
You now have the case completely under 
control. If the case is beginning and the 
patient in good condition, you are bound 
to make an effort to save the child, and 
the rubber balloon, or the “metreurynter,” 
will come in good service. 

(c) In those cases in which the cervix 
is tightly closed so that both Braxton 
Hicks’s version and the metreurynter are 
impossible, you may tampon the vagina 
firmly and wait for sufficient dilatation. 
For these cases Czesarian section is pro- 
posed. 

The treatment of the third stage, the 
placental stage. Many women die, after 
having been adroitly conducted through 
the first two stages of labor. 

The same economy of blood should be 
practiced in the third stage. Save blood 
at all times. If the delivery of the child 
has been accomplished too rapidly, too 
early, or too forcibly, there will result 
lacerations more or less deep in the cer- 
vix. The warning, therefore, to deliver 
slowly and heedfully is not to be disre- 
garded. Even a tiny cervical tear may 
give rise to a fatal bleeding. 

When the child is delivered, as in 
Cesarian section, it should be handed to 
a competent assistant, and the operator’s 
attention be given wholly to the mother. 
Even a moderate hemorrhage now de- 
mands the immediate removal of the 
placenta. This is followed by brisk mas- 
sage and a hot intra-uterine douche. The 
instruments for all complications must 
have been prepared beforehand. If the 
bleeding does not immediately cease the 
uterovaginal tract must be firmly packed 
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with a long strip of gauze. Gauze one- 
half yard wide and 13 yards long should 
be prepared for this purpose. The woman 
will now have no further hemorrhage, 
and means of combating the anemia may 
be instituted. 

Should the uterus unfortunately have 
been ruptured, the rent is to be tamponed 
or sewed, from below if possible. Usually 
such a grave accident will demand 
laparotomy. 





THE PHYSIOLOGY AND TREATMENT OF 
SURGICAL SHOCK AND COLLAPSE. 


In the Lancet of April 1, 1905, Mum- 
MERY at the close of a long paper on 
this subject reaches the following sum- 
mary and conclusions : 

Surgical shock is a condition produced 
by exhaustion of the vasomotor centers 
and the resulting great fall in blood- 
pressure. Collapse is a similar condition © 
caused by lowering of the blood-pressure 
from hemorrhage or paralysis of the 
vasomotor centers. In surgical opera- 
tions shock most frequently results from 
operations upon the abdomen, the most 
important factors in its causation being 
injury to, or exposure of, the peritoneum, 
the length of the operation, injury to or- 
gans richly supplied with nerve fibers, as 
the stomach, uterus, and kidneys, evis- 
ceration, and extensive and prolonged 
manipulations. In operation upon parts 
other than the abdomen the most im- 
portant factors in causing shock are in- 
jury to large or important nerve trunks 
or injury to parts richly supplied with 
nerve endings, the area of the wound, the 
time of exposure of the tissues, and hem- 
orrhage. 

Another important factor in the causa- 
tion of shock during surgical operations 
is the anesthetic. Ether and the C. E. 
mixture are the best anesthetics for cases 
where there is danger of shock, chloro- 
form on account of the fall in blood- 
pressure which follows its administration 
being very unsuitable for such cases. The 
time occupied in performing the opera- 
tion is always an important factor, more 
especially in children and old people. The 
condition of the patient prior to operation 
is important, especially as regards the 
condition of his nerve centers. In the 
treatment of shock stimulants, and espe- 
cially strychnine, are absolutely contrain- 

















548 


dicated, as they tend to increase the 
severity of the condition and to retard 
recovery. Shock can be produced in an 
animal by the administration of strych- 
nine alone, and it is as reasonable to treat 
shock by injections of strychnine as it 
would be to attempt to cure a dying horse 
by kicking it. The position with the 
head down and the foot of the bed raised 
is of considerable value in the treatment 
of shock, and should be more extensively 
used. 

Compression of the abdomen either 
manually in an emergency or by the ap- 
plication of a tight abdominal binder is 
a most effectual method of treating shock 
in all cases. The establishment of an 
artificial peripheral resistance by the ap- 
plication of external pneumatic pressure 
affords an absolutely certain method of 
maintaining the blood-pressure, and 
though not at present a practical method 
should some day prove of great value. 
The intravenous infusion of salt solution 
or physiological serum will raise the 
blood-pressure in all degrees of shock. 
As a method of treatment in shock it is 
disappointing, as its action is fleeting and 
it cannot be continued indefinitely. In 
the collapse of severe hemorrhage it is 
effectual and lasting in its effects. The 
introduction of saline solution into the 
abdomen at the end of an abdominal op- 
eration is a valuable method of combat- 
ing shock, and is not contraindicated by 
the presence of pus in the abdominal 
cavity. 

One of the most effectual methods of 
treating shock that we possess is by the 
administration of drugs such as adrenalin 
and ergot, which raise the blood-pressure 
by increasing the peripheral resistance 
independently of the nerve centers. The 
treatment of shock by the administration 
of these drugs is as yet in its infancy, 
and only a small number of cases have 
so far been treated in this way. The ex- 
perimental evidence is, however, very 
complete, and the few clinical cases 
where these drugs have been used are 
very encouraging. The use of these 
drugs instead of the stimulants which are 
now so popular, but which have been 
shown to be useless, will probably result 
in many lives being saved. 

Like sepsis, shock can be prevented 
much more easily than it can be cured; 
and as is the case with sepsis, so with 
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shock—it is to the careful prevention of 
shock rather than to its treatment that 
we must look to get rid of this source 
of danger in the operations of the future. 
With the exception of abdominal opera- 
tions the method of blocking the main 
nerves with cocaine seems to afford us a 
ready and most efficient way of com- 
pletely preventing shock in even the most 
severe of surgical operations. Morphine, 
administered both before an operation 
and afterward, is a useful aid in the pre- 
vention of shock, and does not seem to 
have been used in this connection as 
much as it deserves to be. Much may 
be done to prevent shock by having a 
chart of the blood-pressure kept during 
all severe operations; procedures which 
are harmful may thus be avoided, treat- 
ment may be commenced at the time when 
it can be of most value, and, in fact, 
shock can be thus prevented or treated 
upon scientific lines. 

The writer believes the best line of 
treatment in the event of shock occurring 
or threatening during an operation to be 
as follows: If the operation is an ab- 
dominal one the peritoneal cavity should 
be filled before being closed with physio- 
logical salt solution, and if a severe de- 
gree of shock is already present adrenalin 
should be added to this solution in the 
proportion of 1 in 40,000. Whether the 
operation be an abdominal one or not a 
firm, tight abdominal binder should be 
applied at the end of the operation, and 
in bad cases the limbs should, in addi- 
tion, be firmly bandaged from the ex- 
tremities upward. When the patient has 
been put back to bed the foot of the bed 
should be raised at least 12 inches on 
blocks, and all pillows should be removed 
from beneath the head; the patient should 
be kept warm, and some good form of 
nutrient enema should be administered, 
and repeated in a short time. No stimu- 
lants should be given. A hypodermic in- 
jection of aseptic ergot should be given 
at the earliest sign of shock, and repeated 
if any improvement in pulse tension fol- 
lows its administration. Except where 
absolutely contraindicated an injection of 
morphine should be given at the end of 
the operation, whether pain be present or 
not; and if there is any restlessness after- 
ward the morphine should be repeated. 
If, in spite of these measures, the blood- 
pressure remains low and the patient con- 

















tinues in a dangerous condition of shock, 
a solution of adrenalin in physiological 
salt solution in the proportion of 1 in 
20,000 should be intravenously infused 
at a rate of about three to five cubic cen- 
timeters per minute. The intravenous 
infusion should be continued until on 
stopping it the blood-pressure is found 
to remain at a safe level. In bad cases it 
may be necessary to continue the infusion 
of adrenalin for a long period, but it af- 
fords a certain method of maintaining 
the patient’s blood-pressure and _there- 
fore his life. 

In collapse following severe hemor- 
rhage intravenous infusion with physio- 
logical salt solution should be performed 
as soon as possible. The amount of fluid 
introduced into the veins should be as 
nearly as possible equal to the amount of 
blood lost. The subsequent treatment 
should be the same as for shock. In all 
forms of sudden collapse, including the 
collapse of chloroform poisoning, the in- 
travenous administration of adrenalin is 
of immense value in assisting to restore 
the patient’s life. This drug, by raising 
artificially the blood-pressure, allows the 
heart and the vital nerve centers to re- 
sume their functions very easily. It 
should prove of great value in resusci- 
tating drowned persons and in other 
similar emergencies. 





ADRENALIN. 


The Birmingham Medical Review for 
March, 1905, contains an article by 
Lioyp-OwWEN on ophthalmic therapeutics. 
In its course he says a substance which 
has of late attracted immense attention, 
as a modifier of vascular conditions, is 
the suprarenal extract and its active prin- 
ciple, adrenalin. ‘The suprarenal capsules 
supply an internal secretion which seems 
to have the power of exciting muscular 
contractility and affecting especially the 
heart muscle and the muscular walls of 
the blood-vessels. The extract acts as a 
vasoconstrictor, and causes a temporary 
increase of blood-pressure by acting at 
the periphery upon the smooth fibers and 
nerve endings. This effect appears to be 
due to the adrenalin, as the active prin- 
ciple is called by Takamine, of New York, 
its discoverer. Its exact chemical consti- 
tution is not known; but it possesses re- 
markable and, apparently, constant quali- 


REPORTS ON THERAPEUTIC PROGRESS. 








































549 


ties as an astringent and hemostatic. It 
is, as we all know, being greatly used in 
other branches of medical practice, and in 
the treatment of eye diseases it has a dis- 
tinct and definite value. It is but right 
to say, however, that its usefulness and 
value have been unduly exaggerated. 
When it first appeared all sorts of wonder- 
ful, almost magical, effects were claimed 
for it; but clinical observation is gradu- 
ally assigning it to its proper sphere, 
within which it is a trustworthy agent. It 
is of use as a diagnostic and as a remedy. 
It is useful as a means of discrimination 
in inflammations of the eye; for example, 
when an eye is greatly inflamed, it may be 
necessary to differentiate between super- 
ficial and deep hyperemia. If the hyper- 
emia be superficial—that is, only conjunc- 
tival—the instillation of a drop of the 
standard solution (1:1000) will in a very 
short time so contract the vessels of the 
conjunctiva that the membrane will be- 
come practically bloodless; and if the 
sclera show white and clear beneath it, it 
will be made manifest that conjunctival 
trouble only has to be dealt with. But if, 
in addition to the conjunctival hyperemia, 
there should be a ciliary zone of redness, 
which marks the deep scleral injection of 
iritis or iridocyclitis, we shall see the 
superficial (conjunctival) redness disap- 
pear, and the deep redness remain for a 
long time, perhaps altogether unaltered. 
In diagnosis this action may be most 
valuable. 

As a remedy, adrenalin is valuable in 
conjunctivitis, phlyctenular keratitis, and 
superficial corneal ulcers and wounds, It 
may be used alone, or with cocaine, or 
with cocaine and atropine, and if neces- 
sary the sulphate or chloride of zinc, or 
an organic salt of silver, or the per- 
chloride or cyanide of mercury may be 
added to it. In deeper troubles, such as 
episcleritis and iritis, it assists the action 
of cocaine and atropine by its vasocon- 
strictor power, and it also seems to have 
some influence in assuaging ciliary pain. 
In increased tension, when used with 
eserine or pilocarpine, it helps their action 
in marked degree, for it has been shown 
by conclusive experiment that it reduces 
intraocular pressure. Lastly, in opera- 
tions about the eyelids and conjunctiva, 
and in tenotomy for strabismus, it is of 
great temporary value as a hemostatic. 
3ut where its vasoconstrictor power is 
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sought it must always be borne in mind 
that reaction after its use is very marked, 
and so the temporary anemia is often fol- 
lowed by increased vascularity, or by 
hemorrhage from the relaxed, divided ves- 
sels. 

From an extended and careful personal 
observation of the uses of adrenalin the 
author asserts that its most trustworthy 
influence is exerted as a help in diagnosis, 
and in superficial operations on the eye- 
ball and eyelids. In treatment of diseases, 
it is a useful adjunct in inflammations of 
the anterior portion of the globe; but it is 
not a remedy to be trusted to alone. 





HEPATIC INSUFFICIENCY IN OBSTETRIC 
PRACTICE. 

In the Journal of the American Med- 
ical Association of April 8, 1905, EDGAR 
writes on this topic. He concludes that 
the preventive treatment of much of the 
morbidity and mortality of pregnancy 
and of the puerperium depends on the 
early recognition of the autotoxemia of 
pregnancy, as it shows itself in the clin- 
ical picture of hepatic insufficiency. 

No one who has had an extensive ob- 
stetric experience can fail to observe that 
a large number of pregnancies are really 
pathologic in their nature. 

That a specific toxemia of pregnancy 
exists will probably soon be admitted on 
all sides. It is, of course, very easy to 
attribute to the autotoxic state certain 
symptoms of the pregnant woman which 
proceed from other sources; and it is by 
no means impossible that pregnancy may 
predispose to more than one toxic condi- 
tion. In any case, however, the presence 
of the hepatic toxemia must be borne in 
mind—whether it be the principal state 
or accessory to other facts. 

Our present knowledge of the preg- 
nant state demands that women at this 
time should be constantly under the ob- 
servation of a competent physician. 
Pregnancy cannot be treated through 
the mails or over the telephone. 

It is not enough that a monthly or bi- 
monthly examination of the urine be 
made for symptoms of hepatic or of renal 
insufficiency, as such urinary analysis 
often fails completely to indicate the 
presence of toxemia. 

A pregnant woman should be seen fre- 
quently by her physician and watched for 
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general symptoms of the overcharging 
of the blood with toxic material, such as 
nausea and vomiting, headache, physical 
and mental lassitude, high arterial ten- 
sion, alterations in character and disposi- 
tion. 

Thus, and thus only, shall the phy- 
sician do his whole duty by his patient. 





ETHYL CHLORIDE—A WORD OF WARN- 
ING. 


The British Journal of Children’s Dis- 
e-ses for April, 1905, calls attention in 
an editorial to the fact that at a recent 
meeting of the Society of Anesthetists 
several fatalities were reported during 
the administration of ethyl chloride. 
Last June this journal published a paper 
read by Mr. Chaldecott before the So- 
ciety for the Study of Disease in Chil- 
dren on the use of ethyl chloride as a 
general anesthetic, in which, after atten- 
tion had been drawn to the many advan- 
tages of the drug, and to the cases for 
which it was most suitable, it was very 
clearly laid down that the agent in ques- 
tion is a very powerful anesthetic and 
should only, except under circumstances 
of extreme urgency, be administered to 
patients who have been properly pre- 
pared. Since that time, however, ethyl 
chloride has attained a very wide-spread 
popularity, and owing doubtless to the 
ease with which complete anesthesia may 
be induced by its use, there is consider- 
able risk of its being employed in a hap- 
hazard fashion and in unsuitable cases. 
It is not suggested that any of the re- 
ported fatalities were due to either of 
these causes, but their occurrence cer- 
tainly proves that its administration is 
not by any means free from danger to 
life. 

-As suggested at the meeting of the So- 
ciety of Anesthetists, there are several 
precautions which should be observed: 
(1) the patient should be prepared as for 
chloroform or ether; (2) care should be 
taken not to present at first too large 
a dose; (3) a prop should always be in- 
serted between the teeth; (4) the patient 
should be allowed to rest for some time 
after administration, as faintness occa- 
sionally supervenes, especially when a 
large dose has been given; (5) the drug 
should not be sprayed directly upon the 
mask close to the patient’s face. 














There can be no doubt that the intro- 
duction of chloride of ethyl as a general 
anesthetic is a very important innova- 
tion, especially valuable in the case of 
children, and it would be a matter for re- 
gret if the drug were to fall into disre- 
pute through accident caused by disre- 
garding such dangers as must inevitably 
attend the administration of so powerful 
and rapid an anesthetic agent. 





THE TREATMENT OF SCALP RINGWORM. 


A practical paper on this subject is 
contributed by Fox to the Practitioner 
for April, 1905. He states that at the 
first inspection attention should be di- 
rected to the existence of any patches on 
the smooth skin, to possible implication 
of the nails—a rare complication in this 
country—and particularly to the distri- 
bution of the disease in the scalp. The 
child should be placed in a good light, 
and the hairs of the scalp turned over 
against their set in different parts by the 
blade of a pair of forceps, or the deft 
use of the fingers. A practitioner must 
be hopelessly at sea if he is unable to 
recognize with the eye not only the dis- 
eased stumps in obvious patches of dis- 
ease, but also those occurring in less sig- 
nificant areas, and even isolated. In 
most of the cases first seen the classical 
symptoms have been altered by treat- 
ment, and the one unfailing resource is 
the recognition of diseased stumps. 

The extent to which cutting hair in 
preparation for treatment is carried out 
must depend on the distribution and ex- 
tent of the ringworm present, and the 
age, circumstances, and surroundings of 
the patient. Removal of the hair over 
the whole head is most satisfactory for 
treatment and for observation, and for 
the prevention of autoinoculation. The 
scalp can be shaved under antiseptic con- 
ditions, but the writer prefers to keep the 
hair clipped to the length of about half 
an inch, so as to command a survey of 
the whole scalp, yet allow a distinction 
to be drawn between healthy and diseased 
hairs, and facilitate cleanliness and gen- 
eral preventive treatment. 

Mark out the diseased areas, taking 
‘ special care to locate any tiny commenc- 
ing spots, by painting with an iodine so- 
lution, or an aniline pencil. These areas 
must never be lost sight of again, as so 
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frequently results from washing, etc., 
lest little commencing patches make head- 
way, and single stumps remain uncured 
about the head. In France it has been 
customary to epilate a zone of healthy 
hairs around all diseased areas, big and 
little; but this proceeding is irksome in 
many cases and unnecessary. 

If we cannot destroy the fungus in 
situ, can we remove the diseased hairs 
bag and baggage? A temporary cessa- 
tion of growth with fall of the hair has 
exceptionally resulted from the continu- 
ous application of a saturated solution of 
boric acid in methylated spirit and ether, 
and from the use of gas water (Alder- 
smith). Such happy effects, however, 
cannot be relied on. Then the simple 
plan suggests itself of carefully pulling 
out (epilating) all the diseased hairs, 
which is satisfactory with the less fragile 
hair of favus infection. Various plans 
have been in vogue, from the barbarous 
old wholesale method by the calotte to 
the modern detailed plan by forceps. In 
most cases and most stages of ringworm, 
however, the extreme fragility of the dis- 
eased hair makes this treatment futile, 
for the hairs break and grow up again 
as diseased as before. Nevertheless, the 
author here insists that epilation some- 
times proves an invaluable aid to cure. 
When the hairs become loosened in the 
course of treatment they can sometimes 
be readily and painlessly extracted entire, 
often with the root-sheath adhering. It 
is the writer’s custom to invariably try 
this proceeding from time to time. It re- 
quires a practiced hand, and demands the 
time and patience which so many prac- 
titioners grudge. It is a common prac- 
tice to forcibly remove a dried crust, and 
so bring away the diseased stumps; but a 
large proportion are almost always 
broken off. 

Coster’s iodine and tar pigment is very 
useful, Criticisms on it made by the 
writer are that it is too strong for some 
vulnerable children, and that ulceration 
and scarring may take place under the 
adherent black crust. Similar  well- 
known pigments are those suggested by 
Toulmin Smith and Morrant Baker and 
Illingworth (hydrargyrum iodidum ru- 
brum gr. iv-xv, solutio sodii iodid. (1 in 
4) q. s., spiritus chloroformi £3ij-f3iv, aq. 
ad f3j). 

Sheffield’s Treatment.—Apply to the 
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entire scalp, and more thickly to diseased 
patches—by means of a painter’s brush— 
once a day, for five successive days, the 
following preparation: Acid. carbolici, 
olei petrolei, 4a 65.0 ;tinct. iodidi, ol. ricini, 
4a 100.0; ol. rusci (German), q. s. ad 
500.0. On the sixth day wipe off with rag 
dipped in plain oil, clip the hair again, 
wash thoroughly with green soap and soft 
nail-brush, remove all scales and loose 
hair. On the seventh day reapply as be- 
fore. When the new hair grows, apply 
for a few days 10-per-cent sulphur oint- 
ment, and finally, for two weeks, resorcin, 
acid. salicylici, 4a 16.0; alcoholis, 120.0; 
olei ricini, ad 500.0. Sheffield claimed 
marvelous results, which it has not fallen 
to the author’s lot to confirm. The ap- 
plication is dirty. 

Frazer’s Izal Treatment.—(1) Wash 
the scalp thoroughly with soft soap to 
which 5-per-cent carbolic acid has been 
added, and thoroughly rinse away. (2) 
Take a pledget of absorbent wool dipped 
in Waugh’s purified benzine (turpentine 
is too irritating), and thoroughly cleanse 
the patches from grease. (3) Rub in 
commercial izal oil to each patch with a 
stiff, short-bristled brush, preventing the 


oil running on to healthy skin; stop the 
rubbing when frothiness is manifested; 
dry the patch with wool or blotting- 


paper. (4) Repeat 1, 2, 3 every third 
day for each separate patch. Dr. Frazer, 
of Romford, kindly recommended this 
treatment to the author some years ago. 
It is decidedly useful in certain children 
who react easily, but has often failed. 

Foulis’s Treatment.—(1) Rub in 
spirits of turpentine to the patches for 
several minutes until it hurts. (2) Then 
rub with 10-per-cent carbolic soap, and 
then use warm water to make a lather. 
(3) Dry with a towel, and apply two or 
three coats of tincture of iodine to the 
patches. (4) When dry, rub carbolized 
oil (1 in 20) over the head. This treat- 
ment is to be carried out night and morn- 
ing. Dr. James Foulis claimed surpris- 
ing results, but this treatment has disap- 
pointed the writer. 

These treatments fail to cope effectu- 
ally with any single isolated stumps that 
may exist. 

Chrysarobin treatment is undoubtedly 
useful, and it can be applied in any 
strength adapted to excite the requisite 
inflammation in the particular child. The 
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writer does not think it necessary to re- 
fer to the various methods of application 
such as are used also in_ psoriasis. 
Chrysarobin has many disadvantages. It 
is dirty and staining, and apt to get on 
the face and other parts and set up in- 
flammation. 

Formalin treatment has been greatly 
disappointing in the author’s hands. It 
is painful, it tends to set up an eczema- 
tous type of inflammation which is use- 
less, and its action must be very carefully 
confined to definite patches. 

Of ointments which set up a desirable 
grade of inflammation without pus for- 
mation, the two he considers the best are 
the following: 

kK Cupri oleatis, 5j-3v: 

Olei amygdal., 3ij-3iij ; 
Adipis Lane hydrosi, q. s. ad 3}. 

M. ft. ung. 


If oleic acid be used in its composition, 
a more irritating effect is produced. 
Chrysarobin gr. xx may be added. 
R Hydrarg. oleatis absoluti (Corbyn), 
3ij-3ijss; 
Adipis Lanz hvydrosi, 5jss-3ij ; 
Acid. oleci, ad 3). 
M. ft. ung. 


These ointments can be progressively 
increased in strength, and more and 
more vigorously and frequently applied 
until the desired effect is produced. They 
are, however, far from being thoroughly 
reliable. Crusts must not be allowed to 
form. 





THE TREATMENT OF COMPLICATIONS 
OF DIPHTHERIA. 

NASH writes an essay on the therapy 
of diphtheria in the Practitioner for 
April, 1905. He believes that complica- 
tions are rarely if ever seen in cases 
treated early with proper doses of reli- 
able antitoxin. If no delay has occurred 
in seeking reliable medical advice, diph- 
theria ought to be an almost non-fatal 
disease. But where delay or misman- 
agement has allowed the golden oppor- 
tunity to pass, the well-known complica- 
tions of diphtheria may all still be met 
with, 

For the various forms of paralysis no 
treatment compares with large medicinal 
doses of strychnine. If there is a 
threatening of cardiac failure, absolute 
rest in bed must necessarily be enjoined. 











The writer does not advocate the use of 
digitalis unless the pulse is very rapid. 
Digitalis is apt to upset the digestive or- 
gans; moreover, it is of questionable 
value in any case in diphtheria. Not so 
with strychnine, which is of high value 
as a heart supporter as well as a general 
nerve tonic, Strychnine also tends to ar- 
rest any constipating action of the iron 
so freely prescribed in diphtheria. 

Strychnine has a great affinity for 
nerve cells, more especially the motor 
centers; also the respiratory center, the 
cardiac center, and the vasomotor center. 
These are the very parts which are at- 
tacked by the diphtheria toxins with a di- 
rectly opposite effect. Hence in many 
ways strychnine is a direct physiological 
antagonist of diphtheria toxins, and is, 
in the writer’s opinion, more successful 
even than diphtheria antitoxin in neu- 
tralizing those diphtheria toxins which 
have already entered into combination 
with the nerve cells. 

Except in those instances where diph- 
theria begins as an intralaryngeal affec- 
tion, it is comparatively rare to meet with 
laryngeal complications in these days of 
enlightened treatment. Hence the occa- 
sions for resorting to tracheotomy for the 
relief of laryngeal obstruction are less 
frequent. Personally, although the 
writer has treated nearly 200 cases of 
diphtheria during the last four years (in- 
cluding a few laryngeal cases), he has 
not had to resort to tracheotomy in a 
single instance. Large and_ repeated 
doses of antitoxin, with the temporary 
use of a steam tent, have hitherto 
speedily relieved obstruction in a few 
hours, even when there had been marked 
retraction of the intercostals and epigas- 
trium, with the other well-known croupy 
symptoms. In the writer’s opinion, 
tracheotomy ought never to be performed 
until time has been given for the effects 
of antitoxin to be exercised, unless the 
case is so desperate that it is only a ques- 
tion of a few minutes before suffocation 
must ensue. 

The writer has had no experience of 
intubation as an alternative to trache- 
otomy. Prima facie intubation would 
appear to be preferable, if one or the 
other was absolutely imperative, because 
a cutting operation, which is sometimes 
difficult or awkward, is thereby avoided; 
but intubation requires a very consider- 
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able amount of manipulative skill, which 
can hardly be acquired by a general prac- 
titioner with very rdre opportunities of 
practicing the operation. Nasal feeding 
is occasionally required in the severer 
cases of pharyngeal diphtheria. 

Rhinitis is a frequent complication of 
diphtheria. It is indeed so frequent that 
nasal discharge may be looked for in at 
least 75 per cent of severe cases. Occa- 
sionally the nasal septum and the post- 
nasal fossz are the seat of the affection, 
while the pharynx may be unaffected. 
These nasal cases of diphtheria are of 
supreme importance, but unfortunately 
are often overlooked. In any case of sore 
throat it should be made an invariable 
custom to inquire into the condition of 
the nose. A nasal discharge or an ex- 
coriated nostril is extremely suspicious. 

In every case of diphtheria affecting 
the air-passages, it is wise to institute 
four- or six-hourly antiseptic douchings 
of the nasal and pharyngeal passages. It 
is advantageous to ring the changes on 
such solutions as hydrarg. perchlor., 
1:1000; lysol, 2-per-cent; formalin, ™%4- 
per-cent; permanganate of potash, etc. 
A useful method at times is a nebulizing 
spray. A solution of menthol in toluol 
and alcohol can be conveniently used 
with a nebulizer. Loeffler’s solution is: 
Menthol, 10 grm.; toluol, 36 Cc.; liq. 
ferri sesquichlorat., 4 Cc.; abs. alcohol, 
60 Ce. 





DIET IN NEPHRITIS. 


JACKSON states his views on this sub- 
ject in the Boston Medical and Surgical 
Journal of April 6, 1905. In the course 
of his remarks he brings forward modern 
views, and says that as we have a diseased 
individual to care for, all strain on the 
digestive apparatus must be removed. 
The diet must be devoid of all irritating 
substances, as pepper, mustard, and sim- 
ilar condiments. Recent studies, espe- 
cially by French observers, have shown 
experimentally that salt is excreted with 
difficulty by the diseased kidney, and that 
its withdrawal often has a marked effect 
upon the amount of the edema. Rich 
meat broths are to be forbidden. The 
kind of meat chosen is not of importance, 
provided the variety decided upon agrees 
with the individual. Recent investiga- 


tions of Von Noorden and others have 
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shown that chemically the red meats do 
not differ essentially from the white 
meats. The exact chemical researches, 
therefore, of the recent investigators 
show the wisdom of many clinicians who 
have for years advocated the careful use 
of meat in nephritis, irrespective of the 
color of the meat. 

In acute nephritis the diet must be cut 
down to the smallest amount compatible 
with the maintenance of a fair degree of 
bodily strength; the patient must live 
upon a diet suitable for an acute febrile 
disease; in chronic nephritis the diet must 
be limited to the quantity required to 
maintain so far as may be a proper equi- 
librium. All excess is to be avoided. 

The great nutritive value of fats must 
always be remembered, and our patients 
induced to eat as much fresh butter and 
cream as their digestion warrants. 

In bare outline a proper diet may be 
suggested as follows: 

Breakfast: Cereal with cream, egg, 
bread and butter. Very weak coffee 
with much cream, fruit, glass of milk. 
Dinner (preferably in midday): One 
ladleful soup, little fish, one slice meat, 
one vegetable. Dessert: Essentially 
fruits; “simple” children’s puddings 
may be taken as desired. Supper: Cold 
meat, broiled fish, bread and butter, milk. 

Where the condition is not good, milk 
in the forenoon and at bedtime is indi- 
cated. Kumiss has, in the author’s 
hands, rendered very material service. 

It is his experience that in cases of this 
class the exhibition of a considerable 
quantity of water, especially alkaline 
waters, is of value. Since the publica- 
tion of Von Noorden’s work on the sub- 
ject the author has made trial of reduc- 
ing fluids, and his results have not been 
favorable. 

We then have to consider another clin- 
ical type, cases that are probably of the 
pure interstitial type; cases that secrete a 
large amount of water, and in which an 
occasional cast is found in the sediment. 
In these cases we usually have still 
greater doubt as to the diagnosis than 
in the cases where we suspect chronic 
diffuse nephritis. 

In young people the diagnosis is com- 
paratively easy, but who can diagnose in 
the elderly person the condition of the 
kidney when we accidentally find a trace 
of albumin and a few casts? Or, rather, 
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it is not as to the diagnosis of the path- 
ological condition of the kidney, as in 
either case we have essentially changes 
in the interstitial tissue, but the progno- 
sis. One person lives for years without 
untoward symptoms suggestive of kid- 
ney failure; the other has acute disturb- 
ance, and death. The author thinks the 
diet may be expressed in a simple, nour- 
ishing diet, moderate in quantity and 
quality; avoidance of all stimulating ar- 
ticles, no wine or liquor. Often the kid- 
ney lesion is entirely in abeyance in im- 
portance to the cardiac or other compli- 
cations that accompany, result from, or 
cause the renal condition, and the last 
sentence is not too loose as expressive 
of our knowledge of the relation of 
arteriosclerosis, interstitial disease of the 
kidney, and degeneration of the myocar- 
dium. 





OBSERVATIONS ON THE DIAGNOSIS AND 
TREATMENT OF HERPES ZOSTER. 


To the New York Medical Journal of 
June 17, 1905, Rosinson contributes a 
paper, at the close of which he recom- 
mends the following plan of treatment: 

Rest, attention to the general nutri- 
tion of the body, the combating of 
microbes, the application of cold over the 
affected ganglia, a coal-tar preparation 
for the toxemia, and codeine and bromide 
of potassium for pain not controlled by 
the antipyrin. Local treatment consists 
in aseptic and antiseptic measures. If 
the case is seen at a very early stage, the 
affected area can be disinfected in the 
usual manner by soap and alcohol and 
then painted with flexible collodion, and 
when convenient an antiseptic gauze ap- 
plied. If seen later, when vesicles are 
changing in color, an ointment of boric 
acid and bismuth subnitrate, and avoid- 
ance of soap and water, meet the indica- 
tions. Later ichthyol can be added to 
the ointment, or an antiparasitic prepar- 
ation, as the ammoniated chloride of mer- 
cury ointment with rose ointment, to 
which bismuth may be added, and also 
ichthyol. 

For the persistent neuralgias follow- 
ing zoster, anodynes and the faradic cur- 
rent or x-ray inay be of some curative 
value, but on account of probable struc- 
tural changes in the nerves and con- 
nective tissue of the ganglia the condi- 

















tion is very rebellious to usual methods 
of treatment for neuralgia. Tonics, such 
as phosphide of zinc, and alteratives, such 
as arsenic, are also recommended. 





HYPOCHLORIZATION IN EPILEPSY. 


In a report on the hypochlorization 
method of treatment of epilepsy Mor- 
TON concludes as follows: 

The hypochlorization method controls 
the convulsions, requiring only about 
one-half the amount of bromide usually 
given. 

It has little or no effect on the gen- 
eral nutrition of the patient. 

It is apt to cause constipation. 

It does not furnish enough salt to sat- 
isfy the patients’ craving. 

It may be used with success with in- 
telligent patients. — 

It is practically useless in the middle 
grade of epileptics, as they have neither 
the desire nor the will-power to carry 
it out properly. 

A modified salt-poor diet, in which 
about equal parts of sodium chloride and 
sodium bromide are used in the food, 
may be used to advantage with idiotic 
and demented patients if their diet can 
be controlled absolutely. 

Bromism is comparatively rare.—Bos- 
ton Medical and Surgical Journal, June 
17, 1905. 





THE ABUSE OF PURGATION BEFORE 


AND AFTER OPERATION. 

An article with the above title is con- 
tributed by STONE to American Medicine 
of February 25, 1905, in which the 
author reaches the following conclusions: 

Excessive purgation should be _ re- 
stricted, since it is enervating to the gen- 
eral system. It produces great irrita- 
tion to the mucous lining of the bowel. 
It may add to some of the dangers we 
are most anxious to avoid—ileus and 
paresis. Purgatives have very little 
effect in limiting the amount of extra- 
peritoneal exudate and fluids. Instead of 
calomel and saline purgation, bland evac- 
uants such as castor-oil should be used 
before abdominal section. In weak pa- 
tients the use of suitable bland non-fer- 
mentative foods is desirable until just be- 
fore operation. After operation peri- 
stalsis should be limited; only small 
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quantities of food and drink should be 


administered by the mouth. Opium 
should be given rarely. Enemata should 
be administered to relieve distention and 
aid peristalsis in the downward direction. 
After normal peristalsis is established 
laxatives may be given as required. 





THE TREATMENT OF BUNIONS. 


PLUMMER (New York and Philadel- 
phia Medical Journal, March 11, 1905) 
treats bunions by making his patient wear 
right and left stockings and a shoe which 
has the inner edge perfectly straight. 
The bunion is bathed night and morning 
in four-per-cent solution of carbolic acid 
for a few minutes, followed by plain 
water. If after several weeks the bursa 
is still distended with fluid it is aspirated. 
If the bunion is due to flatfoot, the arch 
of the foot must be restored by a plate. 
When the joints are enlarged because of 
gout or rheumatism the constitutional 
conditions must be treated. In other 
cases osteotomy and tenotomy are re- 
quired. 


POSTOPERATIVE GASTRIC PARALYSIS. 


REYNIER (Annals of Gynecology and 
Pediatry, February, 1905) notes that 
after performing nephropexy he found 
two days after operation a tumor in the 
abdomen which gave him the impression 
of being a cyst of an ovary, but upon 
further investigation he found it to be 
a distended paralyzed stomach. He 
finds that gastric paralysis occurs in many 
patients after operation, though it may 
be so slight as to pass unnoticed. These 
paralyses occasionally cause a small, fre- 
quent pulse, abdominal distention, hic- 
cough, expectoration of blackish material, 
and facies of the peritoneal type. As 
soon as the condition is determined, 
gastric lavage should be performed. 





HERPES ZOSTER TREATED BY 
* CHLORIDE. 


ETHYL 


Morrow (Journal of Cutaneous Dis- 
eases, April, 1905) advises for the severe 
pain of herpes zoster antipyrin in large 
quantities, given regularly, and mild 
galvanic currents, as giving most bene- 
fit for the neuralgia which so frequently 
follows the eruption. For the agonizing 
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pain which often accompanies the erup- 
tion, ethyl chloride often acts excellently. 
An area the size of a dollar is frozen 
at the point where the nerve emerges 
from the spinal column. Although this 
usually relieves the pain along the entire 
nerve, it is better to freeze areas where 
the pain is localized. Treatment may be 
repeated if needful, and from the re- 
ported cases seems most efficacious. 





PROSTATIC CANCER—DIAGNOSIS. 


The frequency of this condition is in- 
sisted on by Lecueu (Journal de Méde- 
cine et de Chirurgie Pratiques, March 
10, 1905), who gives the points of dif- 
ference from hypertrophy as follows: 
The pain is more severe and constant, 
and there is less mechanical interference 
with urination than in hypertrophy. 
Hemorrhage occurs intermittently in all 
cases, but in very variable amount. The 
pain is apt to radiate into the sciatic 
nerve, but is constant in the perineum. 
Interference with defecation is generally 
more marked than with urination. On 
examination the wood-like hardness of 
the gland is pathognomonic. The tumor 


is very malignant and emaciation rapid. 


Operation is never complete, and is 


therefore inadvisable. 





UNDUE RENAL MOBILITY AND ITS 
TREATMENT. 

BaRLING (Birmingham Medical Re- 
view, March, 1905) considers that a 
kidney is unduly movable only when in 
a spare person the organ can be grasped 
between the two hands and retained when 
a deep inspiration is taken. The author 
considers undue renal movement com- 
mon, especially in females. He makes 
the examination with the patient in the 
dorsal posture, and the thighs held in a 
flexed position by an assistant. 

The author’s experience with abdom- 
inal belts in the treatment of this disease 
has not been satisfactory, but these should 
be tried before operation is resorted to. 
The patient is instructed to adjust the 
belt in the morning before rising, after 
first making sure that the kidney is in 
good position. Where renal crises occur 
with hydronephrosis, frequent micturi- 
tion, and occasional hematuria, and even 
in cases where there is dragging, discom- 
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fort, weariness, and inability to walk any 
distance or indulge in any considerable 
exertion, operation is called for. Asa 
rule neurasthenics are undesirable people 
for operation, but if this nervous affection 
is considered to be due to a movable kid- 
ney which cannot be kept in place by ab- 
dominal support, nephrorrhaphy should 
be performed, There are a half-dozen 
different methods of operating, each of 
which is trustworthy, but, as a rule, the 
author prefers Goelet’s. He modifies 
this method by decapsulating the upper 
half of the kidney, and thus secures 
firmer adhesions. 





INTESTINAL PERFORATION COMPLI- 
CATING TYPHOID FEVER. 

After reporting twelve cases which 
have occurred in his own practice in the 
last twenty-one months, Hays (Journal 
of the American Medical Association, 
April 22, 1905) summarizes his views 
in reference to treatment. This in every 
case should be operative and should be 
carried out early, unless there is great 
lowering of temperature, when time 
should be given for reaction. If done 
within six hours the mortality is only 50 
per cent. The perforation is closed by a 
purse-string suture, over which two or 
three tiers of continuous Lembert sutures 
of silk are introduced transversely to the 
long axis of the bowel. In several cases 
he has anchored the bowel at the site of 
the perforation to the peritoneum at the 
upper angle of the abdominal incision in 
such a way that all the sutures in the per- 
foration are extraperitoneal. This pre- 
vents the portion of the bowel which was 
perforated from returning to its normal 
place in the abdominal cavity, where it 
will be surrounded by peritoneum which 
is highly inflamed and which may result 
in pulling out of the stitches or acute 
obstruction. Should the sutures tear out 
the contents of the bowels will flow out- 
side of the abdomen. An artificial anus 
can be easily made should obstruction 
develop. The toilet of the peritoneal 
cavity is important. Every portion of 
the greater peritoneal cavity should be 
thoroughly flushed with normal salt solu- 
tion until the fluid comes out clear. A 
large glass drainage-tube should be in- 
serted to the bottom of the pelvis and the 
patient placed in Fowler’s position. 
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SURGERY OF THE POSTERIOR MEDIAS- 
TINUM., 

FaurE (Bulletin of the Johns Hopkins 
Hospital, April, 1905) describes his oper- 
ation in the posterior mediastinum after 
having pointed out that previously noth- 
ing further had been accomplished in the 
way of operation upon this cavity than 
mere incision of the esophagus or bronchi 
through an opening either by resection of 
the ribs posteriorly or by way of the ab- 
domen through the diaphragm. Faure’s 
operation was the extirpation of a cancer- 
ous esophagus. This he did in two pa- 
tients. Both of these patients died after 
twenty-four hours by what appeared to 
be slow suffocation, incident to penetra- 
tion of the mediastinum by air, through 
a large drain which had been left in this 
cavity, and the production of an extra- 
pleural pneumothorax. The author 
thinks this can be avoided by omitting the 
drain. 

Although he does not describe the 
operation in all its details, he says that 
in addition to resecting a sufficient num- 
ber of ribs at the upper part of the thorax 
posteriorly it is essential to either resect 
or divide the first rib. If this is not done 
the shoulder cannot be sufficiently drawn 
forward, nor can the chest be adequately 
opened up. When the first rib is cut the 
posterior mediastinum opens like a book, 
and, after detaching the pleura and the 
apex of the lung, the structures of the 
posterior mediastinum can be easily 
reached. In pushing the shoulder for- 
ward care must be exerted not to wrench 
the roots of the brachial plexus. 





CHRONIC CONSTIPATION AND ITS SUR- 
GICAL TREATMENT. 

LANE (British Medical Journal, April 
1, 1905) discusses the causes and symp- 
toms of chronic constipation, and after 
referring to its medical treatment con- 
cludes his article by a consideration of the 
surgical treatment. When medical treat- 
ment has failed it becomes a question of 
an attempt to liberate intestinal constric- 
tion by division of bands or adhesions 
when due to this cause, or by the estab- 
lishment of direct continuity between the 
lower end of the ileum and the termina- 
tion of the large bowel. His experience 
is that while the former method often 
brings about considerable alleviation in 
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men, it is better as a rule in women to 
carry out the latter procedure. Lane di- 
vides the ileum 6 to 8 inches from the 
cecum, and connects the proximal end 
with the sigmoid or with the rectum, pro- 
vided the latter forms a more suitable site 
for implantation. The operation is ex- 
tremely simple and the results excellent, 
provided adhesions of the small intestine 
and considerable dilatation of the stom- 
ach are not present. He urges the im- 
portance of operation at an early period, 
since the benefits vary inversely with the 
length of time during which constipation 
has existed. The author says that in his 
experience the objection to the operation 
on the ground that the patient will be 
affected by persistent chronic diarrhea 
is not sustained. 





AN EFFICIENT AND PAINLESS METHOD 
OF SKIN-GRAFTING. 

CAFFEE (Indiana Medical Journal, 
March, 1905) describes a method of skin- 
grafting which is painless, hence can be 
done without anesthesia, but which can- 
not be used for covering large areas at 


once, and requires a wound which has 
growing integument at its periphery from 
which the grafts may be taken. 

The surface is first prepared by fre- 
quent dressings. The granulations should 


be firm and healthy. A moderate amount 
of suppuration is no absolute bar to the 
operation, as a certain amount of exu- 
dation indicates a good _ blood-supply. 
Just before transferring the grafts the 
wound surface may be gently curetted, 
or the granulations shaved down with a 
sharp scalpel. The bleeding is arrested 
by firm pressure for a few minutes. A 
strip is then detached from the margin of 
the wound with the aid of a needle and 
a very small pair of scissors. This is cut 
into segments about one-fourth inch in 
length, and these are carefully placed in 
a row about one-half inch from the wound 
margin. Strips of gutta-percha pro- 
tective are then arranged in the usual lat- 
tice formation to protect the grafts and 
still allow free drainage, and over this 
is applied gauze. If the exudation is 
abundant a wet dressing of Thiersch’s 
“boro-salicylic acid solution” may be ap- 
plied. If, however, this is not excessive, 
a dry dressing is used. The rubber strips 
are left undisturbed for five days. 
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TUBERCULOUS TESTICLE AND THE 
X-RAY. 


De GarRMo (Medical Record, April 15, 
1905) reports what he thinks is the 
pioneer case of tuberculosis of the testicle 
successfully treated by the x-ray. The 
patient was a robust man, aged fifty-six, 
who had always enjoyed good health. 
He had gonorrhea twenty-five years pre- 
viously, but denied syphilitic infection. 
For the past five years the left testicle 
gradually increased in size and was the 
seat of considerable pain. During the 
last eighteen months there was gradual 
decrease in weight. The testicle was the 
size of an orange, hard, nodular, and 
tender to pressure. After several months’ 
delay the patient consented to removal of 
the testicle, which was done, and on ex- 
amination it was found to be tubercu- 
lous. About two months later the right 
testicle became involved. The patient re- 
fused to have it removed, and the +-ray 
was applied by Dr. Carpenter. When 
treatment was begun the testicle was 
several times its normal size and had the 
clinical appearance of tuberculosis. One 
hundred and twenty-six treatments of ten 
minutes each were given within a period 
of ten months. A medium tube was used 
at about 10 inches. The first application 
relieved the pain. Swelling and tender- 
ness gradually subsided, until at the last 
treatment the testicle was in a “normal 
condition.” 





DEATH FROM PRESSURE ON THE POR- 
TAL VEIN. 


A very interesting suggestion is made 
by E. Vittarp (Lyon Médicale, vol. civ, 
No. 18) in connection with operations 
_ on and near the biliary passages. 

After remarking that ligation of the 
portal vein, in animals, leads rapidly to 
death with symptoms of internal hemor- 
rhage and shock, he reports three cases 
in which pressure on the portal led to 
similar symptoms. Two of these were 
due to tampons of gauze used to prevent 
hemorrhage after cutting adhesions 
around the bile-ducts, both patients show- 
ing the usual symptoms of internal hem- 
orrhage about three hours later. One 
case died, and autopsy showed congestion 
of viscera but no hemorrhage; the other 
recovered promptly when the gauze was 
removed. The third case occurred dur- 
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ing an operation on the pancreas, in which 
the vein was twisted by displacement of 
the stomach. The pulse and respiration 
became normal rapidly when the stomach 
was replaced. The author warns against 
firm compression in this neighborhood. 





TREATMENT OF GONORRHEA. 


VALENTINE and TowNsenp (/ndiana 
Medical Journal, March, 1905) say they 
have used the expectant treatment of gon- 
orrhea, consisting in putting the patient 
to bed, giving low diet, and dressing the 
glans in cotton soaked in boric acid, in 
five cases with absolute failure. Topical 
application of strong antiseptics, the so- 
called abortive treatment, is inadvisable, 
since any application strong enough to 
destroy the gonococci will at the same 
time destroy the urethra, and since it 
furthermore carries both the infection and 
the drug to uninvolved areas. Soluble 
bougies are condemned on the ground 
that they do not keep the drug with which 
they are charged in prolonged contact 
with the mucosa, and because as they 
melt they decrease in size and disturb the 
continuity of contact. 

They have obtained no good results 
by internal medication with the balsamics, 
methylene blue, or antacids. They be- 
lieve it better to reduce the irritating 
quality of the urine by large draughts of 
water than by the use of alkalies. 

Syringe injections are without value, 
since sufficient pressure cannot be applied 
to unfold the urethral plications in which 
the gonococci are left to multiply. No 
good is to be expected of combined in- 
ternal medication and injections. 

Finally, after answering the common 
objections to the irrigation method the 
authors uphold it as the only one that is 
efficacious. As to the solution and the 
strength of it to be employed, this ques- 
tion can be answered only after consider- 
ation of each individual case. They give 
the preference to potassium permangan- 
ate as an antiseptic. The most im- 
portant conditions which render irriga- 
tions ineffective’ and the methods of 
coping with them are as follows: 

1. When urethral infiltrations or stric- 
ture remain as residua of previous gonor- 
rhea, they must be dilated or cut to render 
irrigations effective. 

2. When the crypts, glands, or fol- 
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licles are invaded, they must be treated 
or destroyed, after the acute manifesta- 
tions have been conquered. 

3. When the prostate or seminal ves- 
icles are involved, they must be massaged 
or stripped at the necessary intervals, in 
addition to the irrigations. 

4. When the general condition of the 
patient is deteriorated, it must be built 
up sufficiently to invoke normal resist- 
ance, otherwise irrigations will prove as 
ineffective as other treatment would in 
any other disease. 





CHRONIC CONSTIPATION DUE TO IN- 
VAGINATION OF THE SIGMOID INTO 
THE RECTUM—ITS SURGI- 

CAL TREATMENT. 


GANT (American Journal of Surgery, 
April, 1905) says that constipation from 
invagination of the sigmoid and upper 
rectum into the ampulla occurs far more 
frequently than is generally supposed. 
It is noted chiefly in adults and m the 
female. This invagination may be due 
to an abnormally long sigmoid or an 
elongated mesentery, or to any condition 
which excites frequent or straining efforts 
at defecation. The earliest symptom is 
imperfect and unsatisfactory bowel move- 
ments which do not relieve the desire to 
defecate. As a result of prolonged irri- 
tation and catarrh, ulceration of the sig- 
moid and rectum is produced. Autoin- 
toxication is common. 

For the purpose of diagnosis a digital 
and proctoscopic examination should be 
made. 

In rare cases the condition may be re- 
lieved by massage, mechanical vibration, 
and electricity, and treatment of the 
catarrhal inflammation by means of 
topical applications, sprays, and irriga- 
tions. The shortest and quickest method 
of treatment is colopexy. The writer has 
performed this operation twenty-five 
times, and in most cases the results were 
satisfactory. The operation requires 
only ten or fifteen minutes and is accom- 
panied by very little shock. The ab- 
domen is opened through an_ incision 
three inches long either in the median 
line or midway between the linea alba 
and the anterior superior iliac spine, the 
upper angle of the incision being below 
the transverse umbilical line. The sig- 
moid is drawn up out of the pelvis until 





REPORTS ON THERAPEUTIC PROGRESS. 





559 


The surface of the gut is then 


it is taut. 
scarified over an area two inches in 
length. Three to five silk or fine chromi- 
cized catgut sutures are passed through 
the entire thickness of the abdominal wall 
on one side of the incision, taking a broad 
bite of the musculature of the bowel, and 
out through the abdominal wall on the 
other side of the incision. The abdominal 
wound is then closed and the sutures 
through the sigmoid tied, thus suspending 
the sigmoid to the abdominal wall. The 
patients are placed on fluid diet, and the 
bowels kept quiescent for the first week, 
after which the amount of food is in- 
creased and the bowel allowed to act at 
least every other day. On the tenth day 
the patient may go about the room, and 
at the end of the second or third week 
may be discharged from the hospital, 
though the catarrhal condition may de- 
mand further treatment. 





HERNIA—STENOSES LONG AFTER RE- 


DUCTION. . 

The stenoses of the intestine occurring 
after reduction of incarcerated hernias 
are divided by MEYER (Deutsche Zeit- 
schrift fiir klinische Chirurgie, vol. Ixxvi, 
Bd. 4) into (1) continuance of preéx- 
isting obstruction, and (2) stenoses aris- 
ing after reduction. Only the latter are 
considered in the paper, which gives a 
complete review of the literature, tabu- 
lating 23 cases, 10 of which showed true 
ring form stenosis and 13 obstruction due 
to adhesions between intestinal loops. 
Clinically these two groups are indis- 
tinguishable. 

In these cases the hernias were gener- 
ally unreduced for a long time and in- 
carcerated for twelve hours or more; 
prolonged taxis had generally been made, 
or the intestines had been found adher- 
ent, inflamed, or necrotic at operation. 

The stenosis was in a ring at either or 
both constricted points, or in a long canal 
in the afferent part of the loop. The 
pathogenesis is somewhat obscure, but is 
probably the same as that of hemorrhage 
occurring under the same _ conditions, 
which is due to: (1) Capillary necrosis 
from interference with blood-supply; (2) 
hemorrhagic infarct following sudden 
restoration of circulation; or (3) phle- 
bitis following pressure on the vein, and 
infection. 
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The symptomatology is striking. After 
five to eight days free from distress there 
begins a bloody diarrhea; the hemorrhage 
is often occult, lasting one to two weeks. 
Then three or four weeks after reposition 
symptoms of stenosis begin, namely, col- 
icky pain very variable in seat and dura- 


tion, meteorism, constipation, visible 
peristalsis, and anorexia, as food causes 
pain. 


The treatment is operative. Five cases 
not operated on died; the other 18 recov- 
ered after operation, which was generally 
performed two to six months after the 
first reduction. 

To prevent accidents after hernia oper- 
ations see that there is pulsation in the 
arteries and the peristalsis returns before 
reposition. Avoid taxis as much as possi- 
ble, and never replace loops without 
seeing that they are not adherent or con- 
stricted. 





MUSCLE ANGIOMAS. 


Interesting therapeutic conclusions are 
drawn by SEITTER (Deutsche Zeitschrift 
f. klin. Chir., vol. Ixxvi, Bd. 4) in regard 
to the treatment of angioma of the mus- 
cles. He states that on account of their 
tendency to become malignant and to re- 
cur after removal the entire muscle must 
be excised, unless the angioma is dis- 
tinctly encapsulated. If the growth is 
very large it may be necessary to remove 
an entire group of muscles or even am- 
putate the limb. The pathology is given 
in detail. 





SPLENECTOMY FOR ANEURISM. 


Believing that no similar case has ever 
been reported, V. URIACKLER (Central- 
blatt fiir Chirurgie, March 11, 1905) 
gives the details of a case operated on 
for aneurism of the splenic artery. 

The anemic patient had suffered for 
seven years from attacks of abdominal 
pain accompanied by dizziness. Palpa- 
tion revealed a very large and displaced 
spleen. After an attack in which she was 
unconscious for twenty-six hours she de- 
sired operation. The spleen was not ad- 
herent and showed tremendous enlarge- 
ment of the arteries. Recovery was per- 
fect. . 

Three large spherical aneurisms were 
found on the splenic artery, which was 
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enlarged throughout. The spleen showed 
extreme hypertrophy of the interstitial 
tissue. No cause for the aneurisms could 
be found. 





RESECTION OF CARDIA OF STOMACH. 


After describing the first case of hernia 
of the stomach through the diaphragm 
ever operated on, HEIDENHAIN (Deutsche 
Zeitschrift fiir Chirurgie, vol. \xxvi, Bd. 
4) describes an operation for anastomosis 
between the stomach and _ esophagus 
which differs from that performed by 
Sauerbruch. 

Heidenhain operated on two dogs, as 
follows: After making a long incision 
in the middle line of the abdomen extend- 
ing up to the sternum, he extended it up- 
ward and to the left by cutting through 
the lower ribs. He then drew down the 
esophagus into the abdomen as far as 
possible, clamped it, and cut it, stitching 
the end of the esophagus to the fundus 
and closing the stomach wound made by 
removal of the cardia. The diaphragm 
was then opened, and the stomach pushed 
upward until there was no tension on the 
esophagus, and fastened to the diaphragm 
by sutures. The diaphragm was then 
closed, and the abdomenvalso. Both cases 
had good union, although only one lived. 





CONGENITAL DISLOCATION OF THE HIP 
—RATIONAL TREATMENT. 


The treatment of this condition is 
based by DamMaAny (Revue de Chirurgie, 
Jan. 10, 1905) on the cause of the de- 
formity, faulty mechanism of the hip- 
joint in the erect posture. This joint 
being originally developed with the femur 
at right angles to the trunk, this relation 
is retained until some time after birth, 
and it is not until the first attempts to 
walk that the malformation becomes evi- 
dent. The rotation of the femur in exten- 
sion forces the neck against the posterior 
edge of the acetabulum, thus forcing the 
head out of place. This occurs only when 
the angle of the neck of the femur is too 
far forward, or if the acetabulum is 
placed too far forward on the pelvis. 

The treatment consists in reduction and 
retention, which is usually easy if the 
child is young, but after the fifth year 
may require incision of the capsule. Or- 
dinarily, fixing the thigh in flexion and 














abduction is sufficient, but if the deform- 
ity is extreme it may be necessary to draw 
the foot forward, rotating the femur to 
from 30° to 45°, thus diminishing the 
torsion of the femoral neck and the faulty 
angle caused thereby. The obliquity of 
the hip socket is corrected by the oblique 
deformity of the pelvis due to walking 
on the sound limb. 

If the limb cannot be kept reduced it 
may be necessary to perform osteotomy 
below the trochanters, and by bending the 
bone place the head in flexion and the 
shaft in extension on the pelvis. Oste- 
otomy followed by torsion of the shaft 
interferes markedly with muscular action. 

The natural forces, muscular action 
and the weight of the limb when the per- 
son is standing, both tend to rotate the 
limb in the right direction, and the only 
fault with them is their slowness. They 
are entirely insufficient if the faulty angle 
of the femoral neck exceeds 60°, or if 
ossification is at all advanced. It is neces- 
sary that the child should walk a great 
deal, and that it should lie on the back 
with the limb supported upward. 

The mechanical aids are mentioned: 
Extension by weight only at night, the 
femur being kept flexed by a band pass- 
ing under the thigh near the body, is 
harmless, but not very effective; contin- 
uous action by springs, etc., are all to be 
condemned, as they prevent the use of 
the limb and cause muscular wasting and 
trophic changes; the necessary qualities 
of a good apparatus are as follows: 

1. Extension, limited by pressure on 
the upper part of the thigh. 

2. Abduction, maintained by pressure 
on the lower part of the thigh. 

3. Motility of the greatest possible 
amount, without danger of dislocation. 

4. Torsion of the femur; permitted in 
all except extreme cases. 

5. Aid and encourage the use of mus- 
cles. 

6. Replace the action of muscles by 
weight during the night. 

Absolute immobilization is undesir- 
able; only three movements must be pre- 
vented: adduction, extension, extreme 
rotation and at least 12° motion can be 
allowed in each direction. The pelvis 
and thigh should be protected by thick 
cotton wadding, and the plaster cast cut 
away wherever possible, especially on the 
upper inner part of the thigh. Treat- 
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ment should be begun as soon as the con- 
dition is noticed, generally when the child 


begins to walk. If the condition is well 
borne it should not be attempted after 
the fifth year, and in any case not after 
the eighth. 

After the apparatus has been in use 
from one to one and a half years it may 
be removed without danger, in order to 
see whether cure is complete. The child 
can certainly go several days without a 
return of the deformity. The surest sign 
of insufficient rotation is incomplete ex- 
tension. If extension is fair, the appa- 
ratus may be left off without danger. The 
greater prominence of the head is of less 
importance. Radiographs may be of use, 
but are not certain guides. 

If the condition is so bad as to refuse 
to remain in position after treatment, it 
is necessary to perform osteotomy just 
below the small trochanter. After intro- 
ducing a thick silver wire through a hole 
bored in the upper end of the shaft, bend 
the latter to any required degree, the wire 
retaining the angle and the apposition. 

Double dislocations should be treated 
on both sides simultaneously. 





TREATMENT OF PYELITIS. 


Ketty (Medical Record, April 8, 
1905) states that mild pyelitis is an 
almost unknown affection to the profes- 
sion at large, yet one which is common 
and most important, since the severer 
grades are often the sequel of a mild 
infection of long standing. The extent 
of the affection is gauged by estimating 
the amount of pus in the urine and the 
relative number of organisms. The 
cause will often be of a mechanical nature, 
and therefore easily relieved. The milder 
forms are best treated by rest, abundance 
of water, and urotropin. If there is not 
a steady improvement the next simplest 
plan is catheterization of the kidneys 
every two to four days, for the purpose 
of evacuation, distention of the pelvis, 
irrigation and instillation, boric acid and 
silver nitrate being the best drugs to be 
used for these purposes. The test of im- 
provement is to be found by urinary 
examination. If the treatment is service- 
able, the pus will disappear and the organ- 
isms should diminish. Patients improved, 
but not cured, should be watched in the 
intervals of treatment and guarded with 











562 





especial care, in case of any intercurrent 
disease.. Urotropin is regarded as a sure 
prophylactic. The severer forms of the 
disease may be treated by irrigation, but 
as a rule the kidney should be opened and 
drained, and if it has been extensively 
diseased it should be removed. 





CLUBFOOT—MECHANICAL TREATMENT. 


The metal sole combined with a plaster- 
of-Paris cast already advised by Spren- 
gel in 1896 is used by Nose (Centtal- 
blatt fiir Chirurgie, xxxii, No. 12), whose 
only modification consists in boring four 
holes near the edge of the metal sole, into 
which the ends of four wires fit, which 
are attached at the other end to a firm 
base which rests on the bed. 

The foot being placed on the metal sole 
is held in position and fixed by plaster- 
of-Paris bandages, which are applied next 
the skin to avoid slipping. The ankle 
may be placed in any position by using 
the leg as a lever, the foot being fixed. 
After the first bandage is dry the metal 
sole is removed from the support, and 
another bandage is put around the whole 
to make it more neat. 





REPORT OF PRESENT CONDITION OF 
CASES OPERATED ON FOR CON- 
GENITAL DISLOCATION OF 
THE HIP. 

NAPIER (Brooklyn Medical Journal, 
April, 1905) contributes some interesting 
remarks in regard to the result obtained 
by Professor Lorenz in a case of congen- 
ital dislocation of the hip reduced by him 
at the Kings County Hospital. After 
quoting the remark made by a German 
professor in regard to a double disloca- 
tion treated by Lorenz, to the effect that 
before the operation the child walked 
like a duck and afterward like a lame 
duck, Napier notes that sufficient time 
has not yet elapsed to determine fully as 
to the functional results which can reason- 
ably be expected from the Lorenz opera- 
tion. In regard to the particular case 
which Napier records the operation was 
performed on December 20, 1902, for the 
relief of a dorsal dislocation of the right 
hip. The second plaster was applied in 
August, 1903, with five degrees of ab- 

duction. 
In October, 1903, the third plaster was 
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applied with lessened abduction, and this 
was kept on for two months. Thereafter 
some support was afforded by a snug 
flannel bandage spica. When the plaster 
treatment was discontinued the hip was 
partially reduced with about 30° abduc- 
tion, and extreme rotation outward. At 
the time of report the head of the bone 
was placed in the anterior position, and 
there was shortening of three-eighths of 
an inch, as contrasted with a shortening 
of three-fourths of an inch which was 
present before operation. The leg was 
held absolutely abducted and rotated out- 
ward in walking, and there was a marked 
limp, one of stiffness and short leg com- 
bined with habit. While the hip could 
not be flexed quite to a right angle, the 
thigh could be rotated inward nearly to 
a straight position. This transposition 
from a posterior to an anterior position, 
while not an anatomical cure, is believed 
by Lorenz to be a practical one. He ex- 
pects to have in selected cases only 10 per 
cent where the head remains in the 
acetabulum, and 50 or 60 per cent more 
anteriorly placed. ‘The first case operated 
on by Napier, in January, 1903, aged six 
years, suffered from a right dorsal dis- 
location. The first cast was kept on 
seven months, and the second and third 
about two months each. At the time of 
reporting there was as much shortening 
as before the operation, the head of the 
femur was anteriorly placed, and there 
was slight abduction and rotation out- 
ward, with some stiffness. 

The second case, one of double dislo- 
cation in a child 8% years old, suffered 
from a fracture of the right femur in its 
upper third during an attempt at reduc- 
tion. In this case it was reduced two 
months later, and still later manipula- 
tions were practiced on the right hip. 
The functional result is not given. 

A third case, suffering from a luxation 
of the right leg, was operated on in June, 
1903, being then six years old. On re- 
moval of the plaster the head was found 
in the acetabulum. At the time of report- 
ing the affected leg measured three- 
eighths of an inch longer than the other. 

The next reported case suffered from 
tubercular disease of the right hip and 
congenital dislocation of the left. In 
efforts to reduce this luxation the femur 
was fractured in the upper third. The 
further course of this case is not given. 














The next case, a left hip, 3% years old, 
was easily reduced. Treatment was kept 
up for upward of a year. The shorten- 
ing was reduced from five-eighths to one- 
fourth of an inch. The head seemed 
secure in the acetabulum. 

The last case reported had an anterior 
dislocation of the left hip. It was oper- 
ated on February 8,- 1904, being then 
eighteen months old. Reduction was 
easily effected. Plaster treatment was 
kept up for nearly a year, until the head 
seemed nearly in place. 

The brief records of these cases are in- 
teresting, as showing the difficulty often 
encountered in their reduction and the 
length of time essential for their efficient 
treatment. There is much to be desired, 
however, in regard to the narration of 
the functional results. 





HIGH RECTAL CANCER. 


Jewett (Brooklyn Medical Journal, 
April, 1905) notes that 72 per cent of 
all intestinal carcinomata are rectal in 
location. Mechanical irritation is an ap- 
parent factor in the etiology, the com- 
monest seat of carcinoma being in the 
‘lower four inches of the bowel. The 
growth is of the cylindrical cell variety 
and is rarely multiple. The growth of 
the tumor is rapid, and obstruction may 
develop abruptly from _ invagination. 
Early ulceration is the rule. The lymph 
glands are soon involved, first those be- 
hind the rectum and later those along the 
iliac vessels. The inguinal glands are 
implicated only when the disease is near 
the anus. The average duration of the 
disease from the time of first observa- 
tion is two years. The principal evi- 
dences of high rectal cancer are pain, 
hemorrhage, partial obstruction, and 
palpable tumor. Persistent discharge of 
bloody mucus is highly significant, while 
tenesmus and difficult defecation are 
common. Occasionally the disease may 
progress with almost no symptoms until 
obstruction develops. Chronic diarrhea 
in patients past middle life is always 
cause for rectal examination. 


Benign adenoma, stricture of non- 


malignant origin, villous growths, and 
polypi must be excluded. 

The immediate mortality, of radical 
operations of all kinds is from 15 to 20 
per cent. 


From 6 to 10 per cent of oper- 
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cured. 
length 
of life, and it has an immediate death- 


ative cases are permanently 
Colostomy adds but little to the 


rate of 5 to 10 per cent. The combined 
abdominal and perineal operation, by 
which the gut is divided above the tumor, 
its proximal end drawn down through 
the distal segment with inversion of the 
latter, amputation of the loop above the 
growth and suture of the anus before 
replacing, is the method of choice when 
this measure is applicable. It is worthy 
of note that not all large tumors can be 
drawn through the distal segment in this 
manner. A preliminary colostomy is 
considered as a rule unwise. For facility, 
for neatness, and comparative freedom 
from mutilation, the vaginal method of 
exploration is held to offer obvious ad- 
vantages to the gynecologist. Before 
this operation the cul-de-sac is opened by 
posterior vaginal section, permitting an 
exploration of the growth in the sur- 
rounding structures. The posterior 
vaginal wall is then incised through its 
entire extent in the median line, and is 
separated from the rectum on each side. 
This allows a free access to the gut and 
removal of the diseased part, with sub- 
sequent approximation of the divided 
parts by suture. 


SOME NEW THERAPEUTIC METHODS IN 
DERMATOLOGY. 

Morris (British Medical Journal, 
April 1, 1905) states that the general 
principle of the treatment of a large num- 
ber of chronic affections of the skin may 
be expressed in the single word reaction. 
Without reaction there is no cure. Prop- 
erly controlled it will work wonders. By 
reaction is meant response to stimulus. 
The mechanism of reaction is virtually 
that of inflammation passing through the 
various stages of hyperemia, infiltration, 
leucocytosis, exfoliation of epidermic 
structures, suppuration, and necrosis. 
The simple forms of reaction are exem- 
plified by the transient erythema which 
follows the application of gentle heat. 
More active forms are produced by blis- 
tering agents and light rays properly 
applied, while severer forms are produced 
by croton oil and the incautious use of 
x-rays. Limited to hyperemia and mul- 
tiplication of white corpuscles, reaction 
may be regarded as a method of quick- 
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ening tissues into healthy action with 
increase of phagocytosis. Of the external 
medicaments causing reaction, soft soap, 
tar, salicylic acid, pyrogallol, and chry- 
sarobin are mentioned. Vigorous rub- 
bing with soft soap was at one time the 
chief remedy in the treatment of chronic 
skin affections, and cure was wrought in 
a large number of cases. The beneficial 
effects of sulphur in acne and in super- 
ficial forms of sycosis and eczema are due 
to the reaction which it causes. The first 
effect is often to aggravate the skin dis- 
ease, and hence sometimes the remedy is 
discontinued just when it is doing tlie 
greatest good. The benefit following tar, 
sulphur, and mercury in_ psoriasis, 
eczema, sycosis, etc., is proportionate to 
the reaction which follows their use. The 
most striking effect of the external medi- 
cament on the skin affection is the way 
in which chrysarobin cures chronic psori- 
asis. Used in the form of an ointment 
either alone or combined with tar or 
salicylic acid, it sets up inflammatory re- 
action, not in the affected parts but in the 
healthy skin around. Much pain is 
caused, which is likely to last several 
days, and sometimes a general dermatitis 
with elevation of temperature is pro- 
duced. When the dermatitis has sub- 
sided it will be found that the patches of 
disease have disappeared. Morris par- 
ticularly warns the practitioner against 
stopping his remedy because of pain, dis- 
comfort, and initial aggravation of symp- 
toms. 

Of the physical agents for producing 
reaction simple baths and radiant heat 
are the mildest methods. The curative 
effect of light rays is directly propor- 
tionate to the intensity of the inflamma- 
tory response. It may be said of the 
4w-rays that some part at least is due to 
the reaction which they excite. There is, 
however, something more than local re- 
action, since it has been noted that other 
patches of lupus vulgaris besides those 
which are being treated improve at the 
same time, although they are not im- 
mediately under the influence of the 
4-rays. 

Morris gives some statistics as to his 
experience with light and #-rays, noting 
that the great majority of cases of lupus 
vulgaris have been at least temporarily 
cured, but that slight relapses are com- 
mon. His experience is somewhat 





THE THERAPEUTIC GAZETTE. 






similar in the treatment of rodent ulcer, 
those of milder type healing readily, those 
more extensive very slowly, but all show- 
ing betterment, and those that were cured 
a tendency to slight relapses. 

Ringworm of the scalp is, however, 
very successfully treated by the --rays, 
the method being that described by 
Sabouraud, who carries out complete ab- 
lation, after which the case ceases to be 
infective. The estimated time for treat- 
ment is three months. This from an 
economical point of view represents am 
immense saving, since in a school estab-- 
lished for children infected with ring- 
worm the average stay of a child was 
rather more than two years. The cost 
of the treatment per head is now about 
$50, and Morris states that its introduc- 
tion represents a new era in the treatment 
of the disease. 

The s«-ray was extremely useful im 
some cases of acne and sycosis aiter all 
other methods had failed. Of three cases. 
of keloid two were improved. Disfigur- 
ing scars were also successfully treated 
by the light rays, leaving a soft healthy 
surface. Alopecia was not particularly 
benefited either by the Finsen light or the 
high-frequency current. Great relief 
was, however, given to a case of leuko- 
plakia of the tongue and mucous mem- 
brane of the mouth with ulceration. 





POSTOPERATIVE GASTROINTESTINAL 
HEMORRHAGE. 


The histories of 96 cases of gastroin- 
testinal hemorrhage are given by BussE 
(Archiv fiir klinische Chirurgie, Bd. 76,. 
Heft 1). He includes in his statistics all 
cases in which there was hemorrhage 
after operation, none having been mani- 
fest before. No cases of hernia with 
marked alteration of the bowel are in- 
cluded. Twenty-seven of the series were 
operated on for hernia; 25 were opera- 
tions on the stomach or intestines, and 
43 were other abdominal operations. 
The active cause was generally ligation 
of blood-vessels of the mesentery or 
omentum, but infection played a very im- 
portant role. Of other causes, advanced 
age was the most important, but gastric 
or hepatic symptoms had been present in 
21 cases «and vascular or respiratory 
symptoms in 13. Vomiting after opera- 
tion and trauma to the intestines during 

















surgical procedure were frequently men- 
tioned. Infection or actual suppuration 
was present in 43 cases. The bleeding 
occurred generally from two to five days 
after operation, and usually recurred. 
Treatment was non-operative and ineffec- 
tive, as 53 of the patients died. Autopsy 
showed as a rule erosions or ulcers. 





TUBERCULOSIS OF THE PYLORUS. 


The absence of mention of this condi- 
tion in the text-books on tuberculosis and 
diseases of the stomach led RicaArp and 
CHEVRIER to treat the subject in detail 
{Revue de Chirurgie, vol. xxv, May 10). 

They found references to seventeen 
cases, to which they add four. The 
lesion may involve the stomach, pylorus, 
or duodenum, but the symptoms are the 
same, and as the disease is not limited 
as a rule, they may all be considered to- 
gether. The tendency to include the 
duodenum is in contrast to cancer. The 
region is generally enlarged, but may be 
constricted, the peritoneum is roughened, 
and the part has about the consistence of 
a pasteboard tube. The lesion is diffuse 
and not in the form of tubercles. It does 
not affect the muscle, but is either sub- 
mucous or subperitoneal. The part is al- 
most always ulcerated, and the ulcers lie 
with their long axis across the pylorus or 
duodenum, in contrast to their position 
in the stomach, where they lie parallel 
to it. 





DISLOCATION OF THE TIBIOTARSAL 
ARTICULATION. 


According to RiIcHTER (Deutsche 
Zeitschrift fiir Chirurgie, vol, 1xxvii, 
Heft 1) this dislocatién, uncomplicated 
‘by fracture, is rare. Twenty-six cases 
were reported up to 1904, and seven 
since, five with radiographs. The dislo- 
‘cation is usually posterior, and is caused 
‘by overextension of the foot on the leg. 
‘The fibula is generally fractured and all 
ligaments ruptured. The skin may be 
torn. The mobility of the joint may be 
‘increased. Reduction is generally easy 
in early cases, but may be impossible 
after five days; ankylosis may occur in 
‘pes equinus position. Partial ankylosis 
may occur in any case, and luxation may 
recur. 

Reduction, though easy, may require 
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narcosis. Wounds should not be sewed 
up. Suppuration in the joint ordinarily 
requires resection, which gives good 
functional results. The joint is fixed for 
four to six weeks, and then passive mo- 
tion is begun. If reposition is impossible 
the Lorenz osteoclast redresseur may be 
applied to the leg, the strap passed around 
the foot; by pulling the foot is first 
brought into extreme flexion and then 
drawn forward into place. If this fails 
the tendo Achillis may be divided or the 
joint resected. 





THE 


This operation was performed 65 
times in von Eiselberg’s clinic, and the 
results are described by Lempp (Archiv 
fiir klinische Chirurgie, Bd. \xxvi, Heft 
1) in a long article. Almost all of the 
cases were operated on by Eiselberg’s 
modification of Witzel’s method, and in 
only four was the fistula troublesome or 
incontinent. The bowel is closed over a 
catheter, and this is left in unless leakage 
occurs around it, in which case it is re- 
moved for a short time until the fistula 
closes a little and thus prevents leakage. 

The author first considers gastric can- 
cer, and from a series of 44 cases draws 
the following conclusions: Even when 
it is known that a radical operation is 
impossible, laparotomy is justified if 
there is uncontrollable vomiting, espe- 
cially if this follows eating. More rarely 
it may be performed for the relief of 
severe pain if rectal feeding is found to 
bring relief. Gastroenterostomy is the 
operation of choice if the pylorus is the 
seat of the tumor, but jejunostomy is 
preferable if the former is technically im- 
possible, if the cardia is diseased and gas- 
trostomy is not advisable, and if both 
cardia and pylorus are involved. The 
operation is also indicated if there is an 
internal gastric fistula, and when weak- 


VALUE OF JEJUNOSTOMY. 


ness is so extreme that the shortest pro- 


cedure is the best. Jejunostomy is con- 
traindicated if there is general carcinosis 
of the peritoneum, or if the symptoms are 
not relieved by a long course of rectal 
feeding. 

The 18 cases of ulcer gave results 
which cannot be looked on as favorable, 
8 cases dying inside of thirty days, and 
only 6 being cured. In the cases that 
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lived, however, the final results were bet- 
ter than after gastroenterostomy, and af- 
ter the latter ulcer of the jejunum is not 
uncommon. Operation is indicated if 
medical means fail to cure, if there is loss 
of strength and weight, or if hemorrhage 
is severe, or carcinoma suspected. Ex- 
cision of the ulcer should be performed 
if this is accessible and strength permits 
a long operation. Gastroenterostomy is 
preferable if there is stenosis of the 
pylorus, or if this seems likely to result. 
Jejunostomy should be done in cardiac 
stenosis if the cardia and pylorus are both 
involved, and in hour-glass stomach if 
either part is inaccessible. It is also the 
best in cases of “penetrating callous 
ulcer,’ internal gastric fistula, severe 
hemorrhage, and weakness requiring the 
shortest procedure. The fistula should 
be kept open as long as there are any 
symptoms of hyperacidity. 

Of five cases of corrosion of the 
stomach, only two lived long enough af- 
ter operation to give any idea of the 
value of the method, and in both the re- 
sult was very favorable. The operation 
is indicated if feeding by mouth is im- 
possible, or marked signs of malassimi- 
lation are present. 





FEMORAL HERNIA—NEW OPERATION. 


The divided sartorius muscle is used 
by Potya (Centralblatt fiir Chirurgie, 
May 6, 1905) to close the canal. After 
showing that other methods do not guard 
against recurrence unless foreign bodies, 
which often cause suppuration, are intro- 
duced, he mentions the lack of function 
of the sartorius, and then describes his 
operation as follows: 

After replacing the hernia, removing 
the sac, and ligating and dividing the 
saphenous vein, he splits the sheath of 
the sartorius from its origin to the mid- 
dle of the thigh, and divides the muscle 
completely at that place. He then makes 
an opening through the sheath from the 
fossa ovalis, and drawing the muscle 
stump through this, over the great ves- 
sels, he forces it as far as possible into 
the canal and holds it in position by cat- 
gut stitches to the pectinate fascia and 
Poupart’s, Gumbernat’s, and Cooper’s 
ligaments. An incision is then made in 
the fascia lata at an obtuse angle to that 
in the sartorius sheath, and the flap thus 
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made is bent back and sewed over the 
stump of the sartorius, to the pectinate 
fascia and Poupart’s ligament. The skin 
is then closed. An autopsy on a patient 
who died of erysipelas twenty-nine days 
after the operation showed that the peri- 
toneum could not be protruded into the 
canal. 





FURUNCLES AND 
TRIC 


CARBUNCLES—ELEC- 
TREATMENT. 

The electric current is recommended 
by Marcus (Miinchener medicinische 
Woch., May 23, 1905) and used in the 
following way: A fine needle is attached 
to the negative pole, the current is turned 
on gradually from 1 to 10 milliamperes, 
and the needle is introduced into the in- 
flamed follicle. It is held there for two or 
three minutes until the generated hydro- 
gen has bubbled out with all the secre- 
tion of the follicle. The current is then 
reversed, generating oxygen as an anti- 
septic, at the same current strength. If 
suppuration has already occurred, and in 
the case of carbuncles, larger needles are 
used. 

The author warns against pressure on 
the inflamed follicle, especially when this 
is on the nape of the neck. He has seen 
three cases result fatally owing to the 
use of plaster in this region and the con- 
tinued wearing of a collar. 





GONORRHEA IN THE FEMALE—METHOD 
OF TREATMENT. 

Thirty cases of gonorrhea were treated 
by PERRIER (Revue Médicale de la Suisse 
Romande, May 20, 1905), whose method ° 
is applicable to urethritis, cervicitis, and 
endometritis. He says nothing concern- 
ing the intra-abdominal complications, 
and his treatment of vaginitis and 
Bartholinitis is that usually employed. 

For the other conditions he employs 
an instrument consisting of a metal tube 
closed at one end and perforated laterally. 
This tube is wrapped in cotton saturated 
with protargol or other antiseptic solu- 
tion, which is covered with a cannula. 
The apparatus is introduced and the can- 
nula withdrawn, leaving the cotton in 
contact with the mucous membrane. A 
suitable syringe is then applied to the 
outer end of the tube and the cotton 
again wet with the solution. The time 




















of contact varies with the nature of the 
solution. Three tubes must be had, one 
each for the urethra, cervix, and uterus. 

With this method the average dura- 
tion to complete cure in urethritis was ten 
days, and in cervicitis twenty days. 
Perrier warns especially against assuming 
the absence of gonorrhea because no pus 
is visible, and insists on microscopic ex- 
amination of scrapings from the cervix. 





ORCHIDOPEXY—NEW OPERATION. 


A peculiar operation was performed by 
De BeuLe (Centralblatt fiir Chirurgie, 
May 6, 1905) on a seven-year-old boy 
with one-sided undescended testicle and 
inguinal hernia. 

The hernia was treated in the usual 
way, and the testis drawn down as far as 
possible by gentle traction. The scrotum 
was then buttonholed opposite it and the 
testis drawn out. A corresponding slit 
was then made through the skin and 
fascia of the thigh, and the testis at- 
tached to the base of this wound by two 
silk sutures. The free edges of the two 
wounds were then sewed to each other, 
thus forming a tube of skin and fascia 
connecting the scrotum to the thigh and 
containing the testis. After ten days the 
patient got up, and after six weeks the 
tube was cut through near the crural end, 
the testis placed in the scrotum, and both 
ends closed. 

This operation avoids sudden tension 
on the cord, which may lead to atrophy 
of the testicle. 





COLLATERAL CIRCULATION AND LIGA- 
TION OF THE AORTA. 


In two long articles dealing with these 
subjects KATZENSTEIN (Deutsche Zeit- 
schrift fiir Chirurgie, vol. Ixxvii, No. 3, 
and Archiv fiir klinische Chirurgie, vol. 
Ixxxvi, No. 3) gives the following ex- 
planation of the development of the col- 
lateral circulation: The increase of size 
in the collateral vessels is due to increased 
function—that is, increased flow of 
blood. The flow of blood under ordi- 
nary circumstances is due to the differ- 
ence in pressure between the artery and 
the vein. If this difference is increased 
the flow increases in proportion. If an 
artery is ligated the pressure in the distal 
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part of the vessel falls to zero, and blood 
therefore flows rapidly into it from all 
surrounding vessels; the latter increase 
in size from increasing function, and con- 
tinue to do so until the pressure in the 
artery is as great as normal. Central 
pressure is increased by the ligation, al- 
though this is not evident at first owing 
to the depressing effect of anesthesia, 
laparotomy, and depression of the 
splanchnic nerves. The blood-pressure 
remains high until the pressure in the 
distal part of the ligated artery rises to 
normal, and as this takes several weeks 
the strain on the heart is so great that 
after ligation of a large vessel it is al- 
ways found to be much hypertrophied. 

In the second article he takes up the 
question of ligation of the aorta, which 
operation was performed on forty-five 
animals. He found that Sonnenberg’s 
idea that pressure in the iliacs rose 
promptly to normal was due to the fact 
that closure was incomplete. The pres- 
sure rose slowly and reached normal after 
more than three months in a dog whose 
aorta was tied just above the bifurcation. 
He injected the collateral vessels with 
gelatin and found that the most important 
communications were those between the 
lumbar and femoral vessels, the internal 
mammary and epigastric, and the ileo- 
lumbar and last intercostal. The circula- 
tion depends not only on enlargement of 
existing capillaries, but also on new for- 
mation of such. The elasticity is of great 
importance in enlargement, and this ex- 
plains the frequency of gangrene after 
occlusion of an artery in old people. 
Criminals killed or dying a few days after 
ligation showed always extreme dilata- 
tion of the left ventricle, which gradually 
was replaced by hypertrophy. Death 
was always due to this dilatation. Per- 
ipheral paralysis is due to lack of proper 
nourishment of the muscular tissues of 
the legs, and passes off as the flow of 
blood becomes normal again. 

With regard to the operation of liga- 
tion of the aorta in man. This has been 
performed fourteen times, and in all 
cases with fatal result, although several 
ligations were incomplete. The opera- 
tion should never be performed for in- 
jury, and only for aneurism, when the 
following conditions are certainly pres- 
ent: (1) The heart is able to overcome 
a very severe strain and to hypertrophy 
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in proportion; (2) arteriosclerosis must 
not be present, as this prevents the ex- 
pansion of the small vessels. As these 
two conditions are rarely present where 
there is a large aneurism, the operation 
will rarely if ever be justified. If it is 
performed the aneurismal sac should be 
excised, as it may return to its previous 
size after the circulation is established. 





INV AGINATION—IMPROVED OPERA- 
TION. 

The sheath of the invagination is 
sewed to the edges of the wound by 
IsRAEL (Miinchener medicinische Woch- 
enschrift, April 25, 1905) as if for en- 
terostomy. It is then split lengthwise 
and the invaginated part withdrawn and 
resected. 





TRENDELENBURG POSTURE—NEW DAN- 
GER. 

That vaginal secretion flowing through 
the cervical canal of an amputated uterus 
may cause fatal peritonitis is claimed by 
LAUENSTEIN (Miinchener medicinische 
Wochenschrift, April 25, 1905). He re- 
ports a case in which this occurred, and 
emphasizes the necessity of tamponinz 
the vagina after washing it out, in all 
cases in which the uterus is likely to be 
touched. 





COXA VARA. 


SENN (Journal of the American Med- 
ical Association, June 10, 1905) says that 
general treatment in coxa vara is unim- 
portant if not useless. It is a local affec- 
tion limited to the neck of the femur, 
and the exact nature of which is tn- 
known. On the theory held by some 
authorities that it is a late manifestation 
of rickets, small doses of phosphorus in- 
ternally would be theoretically indicated. 
Senn has used this drug in two cases with 
good effect. In patients the subject of 
syphilis potassium iodide should be used. 
The local treatment must have for its 
object the relief of pain and the limita- 
tion of the bending and torsion of the 
neck of the femur. These indications are 
met by securing absolute rest in bed, 
combined with extension by weight and 
pulley. This meets the requirements 
more perfectly than orthopedic appli- 
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ances, and should be continued until there 
is a cessation of the acute symptoms, The 
patient should then use crutches for a 
number of weeks, during which time the 
sole of the shoe on the opposite side 
should be raised at least an inch in order 
to secure autoextension of the affected 
limb. Operative treatment is contraindi- 
cated until the active symptoms are un- 
der full control. 

After the acute stage baths, massage, 
and electricity are useful in developing 
the atrophied muscles and increasing the 
range of joint motion. Forced motion 
under narcosis may improve the func- 
tional result. 

When the surgeon has satisfied himself 
that conservative treatment and nature’s 
efforts have failed in restoring usefulness 
of the limbs various operative procedures 
suggest themselves, No sing!e operation 
will suffice for all cases. X-ray pictures 
showing the anterior and posterior as- 
pects of the joint will aid the surgeon in 
the selection of the operation. Section 
of the adductor muscles combined with 
brisement forcé, as practiced by Zehnder 
and Vulpius, is at best of lim.ted appli- 
cation. Several disastrous results have 
followed excision of a wedge-shaped 
piece of bone from the anterior convex 
side of the neck, as advised by Kraske 
and Budinger. This operation is con- 
demned by Koenig unless it can be made 
extracapsular, which is not often the case. 
Hofmeister’s linear straight  subtro- 
chanteric osteotomy and Hoffa’s oblique 
subtrochanteric osteotomy have been used 
with success in a number of cases. Wil- 
lard obtained a good result in a bad case 
by intertrochanteric linear osteotomy. In 
one case Hoffa succeeded in reducing the 
shortening of the limb from 7 to 3 inches 
by resection of the joint. 





ABORTIVE TREATMENT OF GONORRHEA 


Silver nitrate injections are recom- 
mended for the abortive treatment of 
gonorrhea by Bere (St. Petersburger 
medicinische Wochenschrift, April 2, 
1905). He has modified slightly the 
method of Engelbreth, and now proceeds 
as follows: At first visit 500 cubic centi- 


meters of a 1-to-500 solution of AgNO; 
is injected with an elevation of 50 centi- 
meters. 


The second follows ten hours 














later, and the third twelve hours after 
that. These are carried out in the same 
way, except that it is necessary to inject 
4 to 5 cubic centimeters of a two-per- 
cent eucaine or cocaine solution first, on 
account of pain. Forty-eight hours later 
the patient returns, and if the discharge 
does not seem purulent the case may be 
considered cured. A greater number of 
injections does not improve the statis- 
tics. 

Cases showing signs of inflammation 
at the first visit, soreness of meatus, 
dysuria, tenderness on pressure, cystitis, 
etc., are not benefited by this method. Of 
suitable cases, from two-thirds to three- 
quarters are permanently cured. 





CHORIOEPITHELIOMA MALIGNUM. 


BLAND (Journal of the American Med- 
ical Association, June 10, 1905) says the 
treatment of epithelioma should be com- 
plete extirpation of the uterus at the 
earliest possible moment. The lack of 
knowledge of the early development of 
this tumor makes impossible the adoption 
of preventive measures. However, in 
cases of hydatid mole it should be consid- 
ered that the woman is menaced with 
malignant disease. The uterus should 
then be thoroughly cleaned and packed 
to induce the muscle to contract and re- 
gain its normal thickness and consistence. 
The cavity of the uterus should be 
swabbed with creosote or zinc chloride, 
and at intervals of ten or fifteen days 
should be curetted, and the material ob- 
tained should be examined with the mic- 
roscope. If atypical metrorrhagia per- 
sists malignant disease should be consid- 
xred probable and the organ removed, 
even if unable to detect any intra-uterine 
nodule or ulceration. If on microscopic 
examination atypical proliferation of the 
cells of the villi is found, early hysterec- 
tomy should be performed. 





SOME POINTS IN THE TREATMENT OF 
METACARPAL FISSURE. 


Beck (New York Medical Journal, 
May 20, 1905) says that skiagraphy has 
established the fact that a large number 
of alleged dislocations and contusions in 
the metacarpal region are really frac- 
The displacement in fractures of 


tures. 
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the metacarpal bone is most frequently 
lateral, or both lateral and dorsal, and 
not either dorsal or palmar as originally 
taught. If there is lateral displacement, 
the methods of reposition made use of in 
dorsal or palmar displacement are ineffec- 
tive; lateral influence is required. This 
can be exerted by lightly pressing rubber 
drainage-tubes between the adjoining in- 
terosseous spaces and keeping them im situ 
by adhesive strips. The hand may then 
be surrounded by plaster-of-Paris dress- 
ing or a moss splint. Beck points out a 
fracture type not heretofore described, 
namely, fissure above the metacarpal epi- 
physis. The treatment of this injury re- 
quires nothing but immobilization. 
Rough manipulations made for diagnos- 
tic purposes are apt to increase the ex- 
tent of the injury, and may even produce 
a displacement, All that the patient 
needs is proper protection of the hand 
for two or three weeks by a small plaster- 
of-Paris or moss-board dressing. 





A SUCCESSFUL METHOD OF TREATING 
FRACTURE OF THE FEMUR IN 
INFANCY. 


STERN (New York Medical Journal, 
May 20, 1905) describes a method of 
treatment which has proved uniformly 
successful in his hands in a small number 
of cases. It is the only successful way of 
treating these cases up to the age of two 
years. The requirements are ability to 
nurse properly at the breast, cleanliness, 
holding the fragments in position without 
subsequent deformity, freedom from pain 
on moving the child for necessary 
changes of clothing, and the prevention 
of shortening. The method of vertical 
extension which Stern describes meets all 
these requirements in an ideal way. The 
extension is not applied, however, prior 
to the third day of the child’s life. Dur- 
ing the first three days fixation is secured 
by wrapping the child in a feather pillow, 
as practiced by the peasantry of Europe. 
In applying the extension the child rests 
on a pillow placed on a low stand next to 
the bed, on a level with the mattress. 
The body of the child is parallel to the 
bed, and its head placed at the position 
of the mother’s breast as she lies in bed. 
The adhesive straps for the extension are 
put on in the usual fashion, after cleans- 
ing the skin with alcohol and ether, and 
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should reach well up over the trochanter. 
Zinc oxide plaster should be used as it is 
less irritating. If sterilized plaster is 
used, extension can be left unchanged for 
three weeks. The plaster should be held 
down by circular turns around the mal- 
leolus, the top of the tibia, the condyles 
of the femur, and the groin. The groin 
and buttocks are carefully bandaged with 
a two-inch bandage of oiled silk kept in 
place by adhesive strips; a flannel bandage 
is then carefully applied from the toes 
to the groin to keep the leg warm, and 
this in turn protected by an oiled silk 
bandage. No spica about the groin is 
needed. Extension is carried upward 
with wire to the ceiling, then over for 
three or four feet to the side so as to get 
the weight away from the baby, and 
down over another hook for a foot or 
two, where the weight is placed out of 
reach. Half of a five-pound bag of salt 
makes the best weight, and the weight 
can be changed at will by adding or tak- 
ing out the salt. The weight should be 
just enough to lift the buttock off the pil- 
low. Relief from pain is almost immedi- 
ate, and pain is not apt to be caused by 
the various manipulations in caring for 
the child. It is impracticable to allow the 
child to lie in the same bed with the 
mother. 

The. author records the cases of seven 
children, aged respectively fourteen days, 
one day, nineteen days, thirteen days, nine 
days, nine months, and six months, which 
he treated successfully by the method de- 
scribed. 





THE TREATMENT OF PURULENT CAVI- 
TIES. 


Woops (British Medical Journal, May 
20, 1905) presents his views upon the 
treatment of purulent cavities, saying that 
although drainage is successful in dealing 
with soft-tissue abscesses, it is of small 
value in chronic purulent collections in- 
side of fixed walls. In abscesses of soft 
tissues the structures around the abscess 
may be distorted from their natural posi- 
tion, to which they tend to revert. The 


tissues are pushed rudely aside by the 
rapidly growing collection of pus, and 
their elasticity is less impaired than in 
case of an abscess of slow development. 
A tendency to revert to their normal posi- 
tion is greater in soft tissues. If the 
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abscess is slow in growth, the cavity large, 
and the surrounding tissues lax, the ten- 
dency to spontaneous evacuation is so fee- 
ble as to be unable to overcome the effect 
of gravity if the opening is not near the 
lowest point, while if the abscess is of 
moderate size and the walls firm, the in- 
fluence of gravity is not sufficient to re- 
sult in evacuation. When the walls of 
the cavity are elastic evacuation will oc- 
cur in spite of the influence of gravity, 
even if the opening is made near the high- 
est point of the abscess. In case of 
empyema of the pleural cavity the outer 
wall of the abscess is fixed, and as heal- 
ing can take place only through union of 
the parietal and visceral walls, it can be 
accomplished only by rapid expansion of 
the lungs. It is practicable to accomplish 
this only by applying a suction apparatus 
to the pleural cavity. The seat of the 
wound where the drainage tube is in- 
serted must be proof against the passage 
of air. 

Woods has devised a special drainage 
apparatus which has an air pad in which 
the drainage-tube is sealed, and which is 
secured to the patient by a belt passing 
around the chest and a strap. The pad 
ought not to be removed until the case is 
quite or very nearly cured, because the 
entrance of air would break up the ad- 
hesions between the granulating surfaces. 
The opening in the chest need not be at 
the most dependent part of the cavity, 
provided the drainage-tube reaches to the 
bottom of the cavity. When the re- 
mainder of the pleura has become ad- 
herent the track of the tube can be made 
to close by shortening the tube. In case 
of rigid €avities, such as the antrum of 
Highmore, where the mucous membrane 
is degenerated, the futility of cure by 
drainage is apparent. Drainage can at 
best only get rid of the excess of pus. It 
can never leave the cavity pus-free. The 
advantage in making an opening in the 
most dependent point of such cavities is 
not so important because of the drainage 
it gives, but because it allows thorough 
flushing and cleansing of the cavity, thus 
permitting the lining membrane to re- 
cover. Union does not take place in these 
cavities by their obliteration because the 
walls are rigid and cannot collapse. The 
walls should be thoroughly cleaned and 
the raw surfaces induced to epithelialize. 
When the epithelium is entirely destroyed 














new epithelium may extend from adjoin- 
ing cavities. In many cases, as in the 
mastoid, the frontal sinus, and bone ab- 
scesses, healing can be facilitated by 
grafting new tissue into the cavities. 





REPAIR OF INJURY TO THE URETER. 


LAPTHORN SMITH (American Journal 
of Obstetrics, June, 1905) reports three 
cases of repair of injury to the ureter, two 
of trafisplantation into the bladder, and 
one of end-to-end suture. There are three 
principal ways in which the ureter may 
be injured and. give rise to a fistula: first, 
by being compressed between the child’s 
head and the pelvic wall during prolonged 
labor with impaction of the head; sec- 
ondly, by being compressed between the 
blades of the clamps during vaginal 
hysterectomy for cancer; and thirdly, by 
being accidentally cut during the removal 
of a large abdominal tumor, especially 
when the latter occupies one of the broad 
ligaments. 

Smith’s first case was due to parturi- 
tion. The head had been impacted for two 
days. A few days later a large piece of 
sloughing mucous membrane came away 
from the vagina, and the patient was con- 
stantly wet with urine. For the next 
eighteen months she had a miserable ex- 
istence. Two attempts were made in hos- 
pitals in London to cover up the hole in 
the vagina from which the urine flowed, 
but resulted in failure. Smith first at- 
tempted to cure the condition by a vaginal 
plastic operation, but did not succeed. He 
then incised the abdomen in the middle 
line from the pubis to the umbilicus, down 
to but not through the peritoneum. The 
latter was then pushed off the abdominal 
wall on the right side with a view to 
reaching the ureter without opening the 
peritoneal cavity. He did not succeed in 
doing this, and was then obliged to open 
the peritoneum in order to get at the 
ureter. About an inch of the lower end 
of it was embedded in cicatricial tissue 
and had to be sacrificed. A silk ligature 
was placed around it and the end cut off. 
The end of the ureter was split open for 
a third of an inch. A slit was then made 
obliquely into the right upper corner of 
the bladder and the ureter stitched into 
the bladder, the mucous membrane of the 
ureter to the mucous membrane of the 
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bladder, with very fine chromicized cat- 
gut, and the fibroid coat of the ureter to 
the muscular wall of the bladder with six 


fine black silk stitches. The bladder was 
then distended. with a pint of weak 
methyl-blue solution, but none leaked 
through the point of transplantation. 
The peritoneum was closed with fine cat- 
gut. A drainage-tube was placed down 
from the end of the incision in the ab- 
domen to a little below the opening in 
the bladder. A catheter & demeure was 
introduced into the bladder, and the 
abdomen was closed with silkworm-gut. 
The patient made a good recovery. 

The second case was due to injury of 
the ureter by clamps. Operation was 
done by transplanting the ureter into the 
bladder as in the previous case, although 
it was somewhat difficult owing to the 
fact that the ureteral stump was about an 
inch shorter. Either because of distention 
of the bladder with urine or tension of 
the sutures due to the shortness of the 
ureter, about a quarter of the circumfer- 
ence pulled out from the bladder and leak- 
age occurred. There were no bad re- 
sults, and at the end of the month the 
abdomen was reopened and the leak 
closed. A month later the cure was com- 
plete. 

The third case was one in which the 
ureter was cut during the removal of a 
very large broad ligament cyst. The 
ureter was nearly three-fourths of an inch 
wide in this case, but was cut only three- 
fourths through. Repair was made .by 
sewing the muscular layer all the way 
round with interrupted sutures, and then 
another running layer of sutures was put 
over that. The patient made an unevent- 
ful recovery without the slightest sign of 
urinary fistula. 





RELAPSING EPIDIDYMITIS. 


Lypston (international Journal of 
Surgery, June, 1905) discusses various 
causes of relapsing epididymitis, and as- 
serts that a certain proportion of cases 
require more radical procedures than are 
usually instituted. Radical treatment is 
especially indicated where the epididymis 
and vas are so badly damaged that they 
are practically out of function; also when 
but one testis is involved in young or mid- 
dle-aged subjects, and life is made miser- 
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able by frequent recurrence. When in 
such subjects both testes are involved from 
time to time the question of radical treat- 
ment should be carefully considered, be- 
cause of the possibility that one or both 
epididymes may regain their patency and 
the testis thus be restored. Considerable 
experience with this class of patients is 
necessary to decide upon the advisability 
of operation. When there are no contrain- 
dications to operation and the patient has 
been apprised of its relation to sterility, 
or in cases where the question of sterility 
is of no moment, vasectomy affords a sure 
and safe relief for the condition. Virility 
is in no sense impaired by unilateral vasec- 
tomy, and the operation prevents the de- 
velopment of conditions which would 
later demand the removal of the entire 
organ. In cases in which tuberculosis is 
probable, though not positively made out, 
it opposes a barrier between the tubercular 
testicle and general infection; also infec- 
tion of the deep urethra, bladder, and kid- 
ney. In the performance of all mutilat- 
ing operations upon the testes and cord 
‘likely to interfere with the propagative 
function a statement of the probable or 
inevitable results should be made to the 
patient in the presence of a witness. 








Reviews. 








Tue Dracnosis oF DisEASES OF WomEN. A 
TREATISE FOR STUDENTS AND PRACTITIONERS. 
By Palmer Findley, V.S., M.D. Second Edi- 
tion, Revised and Enlarged. Illustrated. Lea 
Bros. & Co., New York and Philadelphia, 1905. 


This book clearly recognizes the im- 
portance of both macroscopic and micro- 
scopic morbid anatomy from the stand- 
point of the diagnostician. There is a 
chapter upon bacteriological examina- 
tions, although the technique is not given ; 
and upon examination of the blood, 
though not in sufficient detail to be par- 
ticularly serviceable to those without pre- 
vious extended experience. The opening 
chapters are devoted to the clinical his- 
tory ; those upon physical examination are 
excellent. The chapter devoted to the 
diagnosis of uterine and ectopic pregnancy 
is especially to be commended for the pur- 
pose of the general practitioner. That 
dealing with endometritis is an admirable 
summary of the present knowledge of this 
condition. 
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The third section of the book is devoted 
to the diagnosis of diseases of the urethra, 
bladder, ureters, and kidneys. 

In general it may be said that this book 
is excellently arranged and _ beautifully 
illustrated. It is not intended for the spe- 
cialist, and to him would be of minor 
helpfulness, but to the student, and par- 
ticularly the practitioner, it is likely to be 
of great service. 


TREATISE ON ORTHOPEDIC SuRGERY. By Edward 
H. Bradford, M.D., and Robert W. Lovett, 
M.D. Third Edition. Illustrated. Wm. 
Wood & Co., New York, 1905. 


This the third edition of Bradford and 
Lovett’s extremely practical and able 
treatise upon orthopedic surgery will be 
hailed with satisfaction by both the spe- 
cialist in this line of work and the general 
practitioner, since it embodies in the most 
useful form practically all of the service- 
able recent advances in this branch of 
surgery. The authors state that these ad- 
vances have been most pronounced in the 
treatment of congenital dislocation of the 
hip, of scoliosis, of traumatic and non- 
traumatic coxa vara, and non-tuberculous 
disease of the joints, and consequently it 
is in the chapters devoted to these subjects 
that the greatest number of changes will 
be found. As a further help, and one 
which is quite certain to prove a most use- 
ful addition to this work, they have added 
a final chapter giving descriptions and 
drawings of the orthopedic appliances 
found to be of the greatest practical effi- 
ciency. This is one of the books which 
should prove a part of the practitioner’s 
working library. 








Correspondence. 








LONDON LETTER. 





By Georce F. Stitt, M.D., F.R.C.P. 





In a recent lecture at the Polyclinic the 
time-worn subject of chorea was consid- 
ered by Dr. Seymour Taylor; and he 
based his remarks on treatment chiefly on 
the case of a young woman aged nineteen 
years, who was severely affected by 
chorea, but gave no personal or family 
history of rheumatism. The usual treat- 
ment by arsenic was tried, and the dose 
steadily increased from four up to fifteen 
minims. There was, however, no im- 


























provement, and during the absence of the 
physician for a few days the resident med- 
ical officer took upon himself to try the 
effect of salicylate instead. Fifteen 
grains of sodium salicylate was given 
three times a day, and after twelve hours 
the chorea was apparently completely 
cured. After mentioning the numerous 
modes of treatment which have been 
in vogue—for instance, chloral, valerian, 
conium, belladonna, bromide, and silver 
nitrate—Dr. Taylor exhorted his hearers 
to give salicylates a trial, and assured 
them that they would be agreeably sur- 
prised in the result. 

This salicylate treatment of chorea has 
been much to the fore recently. Dr. Lees 
in particular, in a recent communication 
to the British Medical Association, advo- 
cated large doses of sodium salicylate, as 
much as 100 to 200 grains being given 
daily (in divided doses) to a child of six 
to ten years; but he pointed out an im- 
portant fact of which Dr. Taylor made 
no mention, namely, that sodium salicy- 
late has a dangerous toxic action, pro- 
ducing a kind of “air-hunger” which may 
prove fatal, but which can be prevented 
altogether by combining sodium bicarbon- 
ate with the salicylate, so that the dose 
of the former is twice as large as that of 
the latter. It has recently been stated 
that aspirin similarly has a marked cur- 
ative action in chorea. Of course, as Dr. 
Seymour Taylor has pointed out, this 
treatment of chorea refers, only to the 
particular disease, Sydenham’s chorea, 
the form which is so common in children ; 
this must not be confused with the nervous 
spasm which is sometimes known as 
“tic,” nor with the severe choreiform 
irregularity of movement which is seen 
in adult women as the result of fright or 
strong mental emotion. 

The Royal College of Physicians has 
just been observing its annual commem- 
oration of the immortal Harvey. This 
function consists of an oration, which 
according to Harvey’s directions was to 
be given in Latin, but the utilitarian 
tendencies of to-day have converted this 
into the vulgar tongue, which, perchance, 
is seemly, for some of our medical Latin 
might make Cicero turn in his grave. The 
other part of the commemoration, said 
the thoughtful Harvey, “shall be a gen- 
eral feast kept within the said College for 
all the Fellows that shall please to come.” 
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So each year the Fellows meet to do 
honor to the memory of William Harvey, 
and, as one of the senior Fellows of the 
College, Dr. F. T. Roberts this year de- 
livered the oration. In contrast with the 
recent agitation at Cambridge against 
“compulsory Greek,” especially in the case 
of science students, it was gratifying to 
hear Dr. Roberts express his opinion that 
“it would be a great mistake to do away 
with classical instruction as an essential 
part of the early training and general 
culture required for the medical profes- 
sion.” He insisted on the value of experi- 
mentation by vivisection in pharmacology, 
and referred to recent therapeutics of the 
circulatory system, the use of physical 
exercises and balneological methods, the 
effects of adrenalin, and the value in some 
cases of bloodletting. 

At the Medico-chirurgical Society this 
month a paper was read on abdominal 
tuberculosis in childhood, dealing chiefly 
with tubercular peritonitis. It was stated 
that an unaccountable loss of weight with 
irregularity of the bowels should arouse 
a suspicion of abdominal tuberculosis, and 
an anesthetic should be given for examina- 
tion; the presence of hard and enlarged 
mesenteric glands would confirm the sus- 
picion. Out of 40 cases 24 proved fatal; 
and out of 11 fatal cases six showed tuber- 
culosis limited to the abdomen. On this 
ground it was suggested that early oper- 
ation was advisable, a suggestion which 
is certainly not supported by experimental 
investigations on animals, nor, in the 
opinion of some physicians of large ex- 
perience, by clinical facts. As Dr. Carr 
pointed out, the acute cases with ascites 
are just those in which prognosis is least 
unfavorable, and he might have added 
that it is these which the surgeons recom- 
mend for laparotomy, instead of leaving 
nature to cure them gradually in her own 
way, which she does at least as often as, 
if not oftener than, the surgeon does with 
his unnecessary operation. 

An interesting case was reported to the 
Clinical Society by Mr. James Berry, of 
a man who having had no treatment for 
the first three months after acquiring 
syphilis, had by that time suffered ex- 
tensive ulceration of one ala nasi, so that 
the interior of the nostril was exposed. 
Twelve months after the onset of the dis- 
ease a plastic operation was done: a flap 
of skin and muscle from the adjoining, 
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part of the nose and cheek was dissected 
up and twisted round into the position of 
the ala nasi. Primary union occurred, 
and the patient was left with a very pre- 
sentable nose, and comparatively little 
disfigurement of the face. Subsequent 
speakers commented on the unusually 
brilliant success of this operation, for 
syphilitic ulcers do not usually give good 
results with plastic operations. Those of 
the palate in particular were mentioned as 
difficult to close, and Mr. Berry said that 
for these he advises the wearing of a plate 
and reliance on granulations to close the 
perforation. 

An interesting discussion took place at 
the West London Medico-chirurgical 
Society on the recognition and treatment 
of mental disease in private practice. Dr. 
Stoddart said that insanity is often over- 
looked by the practitioner, who passes 
over the condition as “hysteria” or 
“neurasthenia,” or even “liver.” Loss of 
memory he referred to specially as often 
the earliest symptom of general paralysis. 
One form of treatment for insanity he 
regarded as mischievous and dangerous, 
the treatment by travel, at any rate in 
acute cases; in this view he was supported 
by the president, Mr. C. M. Tuke. In 
some forms of insanity home treatment 
is advisable—for instance, in the mental 
decay of senility, and in the transitory 
insanity which results from fevers or 
acute poisoning from extrinsic or in- 
trinsic poisons; sometimes also acute 
delirious mania could be treated at home. 
But with home treatment it is important 
to have a nurse with some special experi- 
ence in such cases. For the insomnia Dr. 
Stoddart recommended a combination of 
bromide with hyoscyamus, or sulphonal, 
or better still paraldehyde, which has the 
advantage of being to some extent a 
cardiac stimulant. In the worst cases a 
general anesthetic might be necessary. 
The difficulty of feeding is to be dealt 
with either by nasal or by oral feeding 
per tube, but in private practice this is 
sometimes so difficult that rectal feeding 
may be more practicable. 

The lay press, particularly the very 
cheap and popular variety, has been ex- 
cited—as well it might be—by the 
announcement of the discovery of “the 
origin of life,” or, as the more profound 
newspaper savants describe it, the dem- 
onstration of “spontaneous generation.” 
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largest 
nounce the “modesty of the discoverer,” 
who unlike his less modest newspaper 
admirers is not yet quite confident of his 
creative power, in spite of the recogni- 
tion of certain small bodies which appear 
to divide and subdivide in a mixture of 


Head-lines—in type—an- 


radium and. beef bouillon. We think we 
have heard something remarkably like 
this before, proving generally the diff- 
culty of complete sterilization, possibly in 
this case showing how difficult it is to 
distinguish minute crystals from bacteria 
—but leaving the dictum “omne vivum e 
vivo” as indisputable as ever. 





PARIS LETTER. 





By R. H. Turner, M.D. (Paris). 





At a recent meeting of the Society of 
Surgery, Professor Berger gave his views 
on the best means of producing narcosis. 
H» does not favor the new apparatus 
which is being employed, and he con- 
siders the best method is that of using a 
compress. Dr. Berger does not approve 
of the Roth-Draeger apparatus, because 
it is too cumbersome, gets out of order, 
and the mask which is always used does 
not tend to reassure the patient. The 
most important thing is the skill of the 
physician who gives the chloroform. Ap- 
paratus may be useful in large hospitals, 
but for general practice nothing is equal 
to the simple’ compress. 

At one of the last meetings of the Med- 
ical Society of Hamburg Dr. Dreuw 
described the results he had obtained in 
the treatment of lupus by cauterizations 
with pure hydrochloric acid. The tech- 
nique is relatively simple, and consists in 
freezing the part with chloride of ethyl, 
and then rubbing the lesions with a 
tampon dipped in pure hydrochloric acid 
until there is a uniform whitish-gray tint. 
After a day or two brown scars are 
formed, which fall after three or four 
weeks. After doing this two or three 
times the diseased tissues are eliminated, 
and there only remain a few nodules, 
which can be easily cauterized with a 
small glass tube dipped in hydrochloric 
acid. This treatment is simple and cheap. 

Dr. Vincent, who has studied the ton- 
sillitis which is known under his name, 
and which is due to a fusiform bacillus, 














has examined recently its frequency and 
published his results in the Presse Médt- 
cale. Out of 221 cases of tonsillitis seen 
at the Military Hospital of the Val de 
Grace, 13 cases were found to be due to 
-imple diphtheria, 95 to the streptococcus, 
57 to the staphylococcus, 9 to the pneumo- 
coccus, 42 to various bacilli, and 5 to the 
spirillum or fusiform bacillus. This 
makes a proportion of about 2.26 per 
cent. This*shows that the disease is -rela- 
tively common. According to Dr. Mar- 
fan, one child out of every hundred sent 
to the diphtheria pavilion is affected with 
this disease, and it should be remembered 
that a certain selection is made before 
their admittance to the pavilion. 

Dr. Meyer, a German oculist, has re- 
ported a case of partial blindness due to 
the use of the extract of male-fern as a 
treatment of tapeworm. The dose taken 
was the usual one, and the patient was 
in a comatose condition for a day and a 
half. Such symptoms are very rarely 
seen, but they show how careful one must 
be not to give too large a dose of this 
drug, and it seems, according to Dr. 
Meyer, that such a result may be avoided 
by never giving castor oil or any oil at 
the same time as the drug. 

Dr. Boas, the celebrated stomach spe- 
cialist, recommends the following treat- 
ment for tenia: The patient is not 
obliged to follow out any regimen before 
taking the drug, and early in the morning 
he is given 5 to 8 grammes of extract of 
male-fern in a mucilage of Arabic gum. 
For six or seven hours the patient does 
not take anything; he then drinks two 
glasses of an aperient water, and can 
afterward eat. The tenia does not fail 
to be expelled shortly afterward. 

At a meeting of the Society of Surgery 
Professor Ledentu presented a young 
man who had been stabbed with a knife 
in the popliteal space, and subsequently 
was afflicted with a large aneurism which 
occupied the greater part of the popliteal 
space and of the calf of the leg. Dr. 
Ledentu hardly dared to remove the 
aneurism, which seemed to be due to an 
enlargement of the tibio-peroneal artery, 
as he feared consequent gangrene; so he 
tried injections of gelatinous serum. In 
five weeks seven injections of a two-per- 
cent solution—t.e., 200 grammes in all— 
were made. The aneurism diminished 
rapidly and disappeared. At the present 
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time the patient seems to be absolutely 
cured. 

At a meeting of the Medical Society 
of the Hospitals Dr. Dopter described the 
results he had obtained in diphtheria by 
using Martin’s pastilles of antidiphtheric 
serum as a means of hastening the dis- 


appearance of Loeffler’s bacillus. About 
twelve pastilles should be sucked daily by 
the patient, and it would seem that in five 
days at thé most the bacilli have disap- 
peared. The dried serum in the form of 
a powder has been used in the nose, but 
with less success. The paralysis of the 
palate would seem to be prevented. Dr. 
Lermoyez, the great nose and throat spe- 
cialist, considers it would be best to make 
a solution and use it as a spray in the 
nose, 

Dr. Bergonie has tried x-rays in four 
cases of non-suppurative tuberculous 
polyadenitis, and has found the treatment 
distinctly favorable. The swelling dimin- 
ished slowly in size, but rarely disap- 
peared completely. The best radiations 
would seem to be those which produce 
a marked inflammation of the skin. There 
did not seem to be any noticeable influ- 
ence on the general health of the patients. 

Dr, Broca, surgeon at one of the chil- 
dren’s hospitals in Paris, has recently 
written an article on the best treatment 
of foreign bodies in the esophagus. Sev- 
eral surgeons had recommended at a 
meeting of the Society of Surgery the 
use of the knife, but strange to say, all 
the surgeons for children—Lalaguier, 
Kirmisson, Felizet-—recommended milder 
methods, and Kirmisson described a spe- 
cial hook which he used. Broca has seen 
about a hundred cases of foreign body 
in the esophagus—about one case a month 
at the hospital—and he insists upon two 
points in the use of the de Graefe basket: 
the child should of course be kept quite 
immovable, and the index-finger should 
be introduced into the mouth, which is 
kept open by a gag or a piece of wood. 
The finger should serve to bend the in- 
strument so as to prevent its stopping 
short against the posterior wall of the 
pharynx. Once the basket has caught 
the piece of money, the index-finger 
should be placed on the upper edge so 
as to prevent its hitting against the cricoid 
cartilage. By maneuvering in this man- 


-ner Dr. Broca has had only one serious 


accident out of one hundred cases. This 
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is much better than the ten per cent of 
mortality of the esophagotomy operation. 

At a meeting of the Society of Surgery 
Dr. Walther presented a patient who had 
been treated by x-rays for sarcoma of the 
orbit. This patient was shown to the 
society last November, when a small 
nodule was still to be felt. The treat- 
ment was continued, and now it is easy 
to convince oneself that it has quite dis- 
appeared. 








Notes and Queries. 








THE DISCOVERY OF THE DISCOVERED. 


M. O. van Schoor, in an essay in the 
Journal de Pharmacie for March, ac- 
centuates the truth of the adage, “Nil novi 
sub sole.’ Some of his illustrations are 
worth giving. Hippocrates was aware 
of the patches in the intestines the dis- 
covery of which is ascribed to Peyer 
(1680), and Caspar Aselli (1600) is 
wrongly said to have discovered the chy- 
liferous vessels to which Herophilus and 
Erasustratus drew attention (250 B. C.): 
The pancreatic duct, the discovery of 
which is attributed to Hoffman and Wir- 
sung (1630), is mentioned by Eudemus, 
a contemporary of Galen. Again, Alczon, 
who lived in the fourth century before 
Christ, refers to the auditory duct which 
afterward bore the name of Eustachian 
tube. The same thing has occurred in 
therapeutics. Many remedies that were 
employed in remote antiquity fell into 
disuse and were again introduced into 
practice at a later date. Thus, arsenic 
was used as a febrifuge by Lentilius, and 
Hippocrates recommended it for cancer- 
ous affections. The most recent re- 
searches have resulted in the employment 
of arsenic for the same purpose in the 
form of organic compounds—e.g., the 
cacodylates and arrhenal. Pythagoras 
recognized the diuretic value of squill, 
but its use lapsed for a long period. 
Opium has been found in the dwellings 
of the inhabitants of the lake villages of 
Switzerland as well as in ancient Egyp- 
tian tombs, but afterward it appears to 
have been forgotten during several cen- 
turies. Hippocrates employed this drug 
freely as a sedative, and afterward it had 
a vogue in the middle ages. Even Para- 


celsus did not scruple to use this vegetable © 


THE THERAPEUTIC GAZETTE. 


drug in the case of one Kornel von Lich- 
tenfels, who had vainly tried other prac- 
titioners without being cured. Paracel- 
sus speedily effected a cure, but it is of 
interest to note that the patient refused 
to pay the fee which had been agreed 
upon before the treatment was begun. 
The case was tried before the court in 
Basle, with the result that the fee was 
reduced to a few florins. This so angered 
Paracelsus that he reproached the judge, 
and so brought about his banishment and 
the loss of the chair which he occupied 
in the university. A remedy known to 
Galen was the male-fern, which after the 
lapse of centuries was brought to the 
notice of Louis XIV. by a quack. 

In surgery it is no less true that some 
of the methods employed by modern ad- 
vanced surgeons were known to the 
ancients. Thus Hippocrates mentioned 
intubation of the larynx, and Cecelius 
Aurelianus gave instances of the success- 
ful operation of tracheotomy. Praxa- 
goras ventured to perform a laparotomy 
and employed intestinal sutures. Opera- 
tions for hernia were performed 250 B.c., 
and Serapion removed diseased kidneys. 
Puncture of the thorax in empyema was 
rediscovered in 1650, after having been 
forgotten apparently for centuries. That 
the practice of asepsis is not entirely mod- 
ern is shown by the fact that contempor- 
aries of Hippocrates were in the habit 
of dipping their instruments in boiling 
water. In the thirteenth century it. was 
customary before operating to administer 
to patients by means of sponges placed 
in the nose the juices of sedative plants— 
é.g., stramonium, belladonna, and man- 
dragora, consciousness being regained by 
the application of vinegar compresses. 
Among other methods of treatment now 
in vogue hydrotherapy, gymnastics, and 
the open-air treatment were practiced by 
the Romans and the Greeks. Hypnotism 
was thought highly of by the priestly phy- 
sicians in the temples of Isis in ancient 
Egypt. Perhaps one of the oldest forms 
of medication is organotherapy, which 
after a period of decline has again come 
into vogue. In medicine and surgery, as 
in all the arts and sciences, methods be- 
come general, then lapse into disuse, to 
be revived possibly at a later period, and 
then to achieve a popularity which at- 
taches to a supposed new thing.—Lancet, 
April 22, 1905. 
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